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OPERATIVE SURGERY AND TECHNIQUE 


Morris, R. T.: Where the Rubber Glove Is Behind 
the Times. Am. J. Obst. & Gynec., 1921, i, 334. 


The rubber glove belongs to standardization and 
is one of its most valuable adjuncts. The standardi- 
zation idea in every field of human activity repre- 
sents a great moving force of recognized value, but 
has its limitations. 

With the introduction of the rubber glove came the 
longer incision in abdominal surgery. Abdominal 
surgeons lost their cunning because the sense of 
touch was interfered with to such an extent that it 
became necessary for them to do much of their work 
by the sense of sight. 

In order to determine the degree to which rubber 
gloves actually interfere with the tactile sense Mor- 
ris had tests made by an expert upon several physi- 
cians and surgeons. All of these tests showed a 
lowering of the tactile sense, even in very expert 
surgeons, and curiously enough, the physician who 
stood highest in the tests was not a surgeon but a 
specialist in diseases of children. 

To determine whether the rubber glove lessens 
the number of bacteria which are carried into an 
abdominal wound culture media were exposed in 
Petri plates in the operating room. The larger the 
Petri plate the more complete the infection of its 
contents, and the longer the exposure of the Petri 
plate the more complete the infection of its con- 
tents. 

This infection came from bacteria which fell 
from the air into the culture medium. More bac- 
teria fall into a large abdominal incision from the 
air than are carried in by well-prepared hands with- 
out rubber gloves. Most of the bacteria which fall 
into a wound from the air or are carried in by the 
hands are destroyed or at least rendered latent by 
the enzymes of the wound. 

Rubber gloves have incidentally been a factor in 
making this a day of instruments in the abdominal 
cavity. Surgeons are prone to forget that the peri- 


toneum with its lymph system is better equipped 
than the skin for resisting infection. The extent to 
which the peritoneum will ward off or control infec- 
tion is remarkable provided it is not shocked by 
undue manipulation. 

In cases of acute perforation of the bowel due to 
typhoid or gastric ulcer, a two-minute operation by a 
surgeon wearing no gloves will be of greater benefit 
than a thirty-minute operation by a surgeon wearing 
gloves and working by sight. 

Morris does not oppose the use of rubber gloves, 
but he believes that they are behind the times when 
they come into conflict with the principles of the 
fourth era of surgery in abdominal work. The fourth 
era is the physiologic era of surgery, in which the 
patient is turned over to himself with the least pos- 
sible injury to his natural protective resources. He 
then manufactures phagocytes and opsonins freely 
if his endocrine functions have not been disturbed 
by severe shock. M. I. MALoney. 


Mayo, W. J.: Mortality and End-Results in Sur- 
gery. Surg., Gynec. & Obst., 1921, xxxii, 97. 

Much may be learned by a study of the mass of 
surgical material which passes through an institu- 
tion. In order to secure a perspective which will 
not be distorted by the minutia, the mass rather 
than the details must be considered. Such an 
investigation will sometimes show a way by which 
an intensive study of outstanding failures may be 
made to yield valuable suggestions. The author 
has been impressed with this fact by a survey of the 
statistics for the year 1919 from the institutions in 
Rochester. These statistics indicate that many 
poor end-results and some deaths apparently due to 
accidental or unpreventable causes occur with a 
regularity so definite that their incidence can be 
foretold from year to year. That which can be fore- 
seen can be prevented. 

In 1919, 10,280 operations were performed by ten 
surgeons working under similar conditions in St. 
Mary’s Hospital. The death rate was 1.7 per cent. 
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Five thousand, six hundred and seventy-one of the 
10,280 operations were performed for conditions 
involving the abdominal cavity; these cases are dis- 
cussed in this paper. 

In 265 operations performed on the ovaries and 
tubes the death rate was 0.7 per cent. The end- 
results of such operations on the pelvic organs of 
women, however, are by no means comparable with 
the low mortality. The disturbance of the endocrine 
functions in which the ovary plays so important a 
part, especially in young women, leaves serious 
neuropathic sequelz, and an intensive study of con- 
servative methods by which such sequele can be 
averted is of relatively greater importance than the 
study of the mortality. 

Five hundred and thirty-nine hysterectomies were 
performed for benign disease, with a death rate of 
1.6 per cent. Because of the abolition of menstrua- 
tion in such patients there is again the necessity for 
the study of more conservative methods in order to 
prevent the type of endocrine disturbances which 
occur after radical operations on the ovaries and 
tubes, and to heighten the interest in conservative 
myomectomy for fibroids instead of destructive 
measures such as hysterectomy and treatment with 
radium. 

Ninety-six hysterectomies were performed, with- 
out a death, for carcinoma of the uterus. This state- 
ment without explanation would be the truth, yet it 
might lead to false conclusions. The remarkable 
effect of radium in certain cases of cancer of the 
cervix has revealed that radium is an agent which 
can be applied successfully to the treatment of a 
large group of advanced carcinomata of the cervix 
which formerly gave a high operative mortality. 

In the series of 10,280 operations 1,000 cholecys- 
tectomies were performed with a death rate of 1.6 
per cent. Following cholecystostomy the gall- 
bladder is a liability rather than an asset. Drainage 
herniz, which are ordinarily unimportant, may be 
of great importance in obese persons. Drainage is 
unnecessary in the average cholecystectomy and 
should be used only when the indications are 
definite. 

One hundred and thirty-nine operations were per- 
formed for stones in the common and hepatic ducts, 
with a death rate of 8.6 per cent. This rate is high. 
Many of the patients were in wretched condition 
from cachexia, jaundice, and nephritis. 

Seven hundred and eleven operations were per- 
formed on the duodenum for acute and chronic 
ulcers and their complications. The death rate 
was 0.9 per cent. The end-results are satisfactory 
in 95 per cent of cases with demonstrated ulcers. 
The greater number of patients who have trouble 
following operation develop it within the first 
year. 

One hundred and sixty-three operations were per- 
formed for gastric ulcer and its complications, with 
a death rate of 2.4 per cent. The end-results of 
operation for gastric ulcer are about 85 per cent 
satisfactory. The permanent crippling of the stom- 
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ach produced by the ulcer and the liability to cancer 
are two factors which cannot be ignored. 

One hundred and five resections of the stomach 
were performed for cancer, with 10 deaths (9.5 per 
cent). 

The radical operation was performed, with 12 
deaths, on 63 patients with carcinoma of the large 
intestine, and with 7 deaths on 70 patients with car- 
cinoma of the rectum and rectosigmoid. Prelimi- 
nary colostomies for obstruction, and subsequent 
operations besides the radical operation, sometimes 
three or more on a single patient, are counted as one 
case. It is difficult to justify this mortality rate, 
but the fact stares us in the face that operations 
even in advanced stages of this dreadful malady 
have resulted in permanent cures when the condi- 
tion left alone makes death a friend. 

It is well known that in these areas which are 
grossly infected normally carcinoma involves the 
glands late, that often when the glands are appar- 
ently involved they show only infection, and that 
the fixation and involvement of the surrounding 
tissues may still leave the disease local. The end- 
results have been so remarkable as to justify the 
primary mortality. Fifty per cent of the patients 
subjected to radical operations for cancer of the 
large intestines lived five years or more and 70.8 
per cent of those without glandular involvement 
were cured. The two chief causes of death follow- 
ing operation in these cases are sepsis and secondary 
pulmonary complications due to minute septic em- 
boli from infected thrombi. Such pulmonary com- 
plications are too frequently attributed to the 
anesthetic. They have been found quite as fre- 
quently in cases in which local anesthesia was used. 
The mere act of handling such infected masses 
endangers the lungs and gives rise to pulmonary 
complications, the means rather than the cause 
perhaps by which the lethal end is produced. The 
peritonitis found at necropsy may have the same 
relation to the operation, that is, it may not be 
a primary death-producing peritonitis but is essen- 
tially terminal. 


Skillern, P. G., Jr.: Two Suggestions in Abdominal 
Operative Technique: Peritonealization by the 
Suspensory Ligament of the Liver after Chole- 
cystotomy or Choledochostomy; Utilization 
of the Round Ligament of the Uterus with the 
Cremaster in the Repair of Femoral Hernia. 
J. Am. M. Ass., 1921, Ixxvi, 445. 


Skillern offers two suggestions for abdominal 
operative technique which, as far as he is aware, are 
original with him. 

The first suggestion is peritonealization by means 
of the suspensory ligament. Skillern employed this 
method in the case of a woman, aged 47, whose 
common bile duct was dilated to the size of a man’s 
thumb and contained six stones each as large as the 
thumb nail. Following the extraction of the stones 
through an incision in the common duct the gall- 
bladder was removed. A rubber drainage tube 
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¥ in. in caliber was then inserted into the common 
duct and the duct closed up to the tube. The tube 
was brought out through an opening made in the 
suspensory ligament just to the left of the round 
ligament. The suspensory ligament was held in 
juxtaposition to the common bile duct by a catgut 
suture. Five days after the operation, while the 
patient was being transferred to another floor, the 
tube slipped out of the bile duct. Thirteen days 
after the operation, the bile no longer escaped from 
the fistula. 

The suspensory ligament with its two layers of 
peritoneum enclosing subserous fat and with its 
free border reinforced by the strong round ligament 
forms an ample and ideal sealing medium. Further- 
more, by means of its anterior parietal attachment, 
it protects the left upper abdomen from the spread 
of infection. Thus the bile-duct fistula becomes 
closed not alone by proliferation of the mucosa, but 
also by peritonization by the suspensory liga- 
ment. 

The author applied this method also in a chole- 
cystotomy performed the day this article was writ- 
ten. The round ligament was sutured to the gall- 
bladder, to the right of the ostium, so that the suspen- 
sory ligament formed a perfect cap for the fundus of 
the gall-bladder. In the center of the cap the 
ostium was made. This should prevent the forma- 
tion of adhesions. 

The second suggestion is the utilization of the 
round ligament with the cremaster in the repair of 
femoral hernia. This method was employed in the 
treatment of an incarcerated femoral hernia con- 
taining the cecum and omentum in a woman aged 
60. In the right groin was an “irreducible” swelling 
the size of two fists. Under local anesthesia the 
hernia was approached by the inguinal route of 
Ruggi, a descending vertical incision being made 
also through skin and fat to isolate the sac. When 
the sac was opened a large quantity of turbid serum 
escaped. The incarcerated portion of the omentum 
was ligated and the stump pushed up into the 
peritoneal cavity. 

The wall of the cecum was so thickened by 
cedematous infiltration that it was impossible to 
reduce it without preliminary division of Poupart’s 
ligament. After the reduction of the cecum there 
remained a large, wide-open passageway between 
the abdomen and the thigh. Closure of this passage- 
way could not be effected by mere suture of the 
divided ends of Poupart’s ligament. The author 
therefore decided to employ the round ligament from 
which the cremaster muscle and fascia had not been 
separated. The femoral vein being retracted later- 
ally, the free border of the round ligament was su- 
tured to the underlying pectineus fascia from the 
vein almost to the pubic bone with interrupted 
sutures of No. 2 chromic gut. Over this the divided 
ends of Poupart’s ligament were sutured and the 
superficial tissues approximated. The patient was 
up and about at the end of two weeks. 

M. I. MALONEY. 
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ANZSTHESIA 


Labat, G. L.: Regional Anzsthesia. 
1921, Ixxiii, 165. 


Ann. Surg., 


Local anesthesia for minor operations has reached 
a high degree of perfection. In major operations, 
however, preliminary psychic treatment and educa- 
tion in the hospital are necessary unless the patient 
comes from a community where it is in general use. 
Crile’s ‘‘anoci-association” is a combination of local 
and general anesthesia. Local anesthesia blocks 
nerve conduction, thus protecting the brain from 
the effects of local operative injury, while the general 
anesthetic used with it excludes the psychic stimu- 
lation of the brain cells. 

In the cases of patients with lowered resistance, 
auto-intoxication, abnormal metabolism and oxy- 
genation, the advantages of regional anesthesia are 
obvious. Regional anesthesia affects a compara- 
tively small part of the body and leaves the central 
nervous system unaffected. The degree of pain in 
operations is not proportional to the intensity of 
the trauma. Individual differences are well marked 
and depend on many factors, the chief of which is 
the emotional element. Apprehension may be so 
great as to interfere with the necessary manipula- 
tions in local and regional anesthesia. In some 
cases the consciousness of the performance of the 
operation is a drawback in spite of the absence of 
pain. The sensation of touch may be interpreted 
as pain. A few whiffs of ether generally suffice to 
quiet such patients. 

Another class of patients ask to be anesthetized 
locally and then faint or request a general anesthetic 
when taken to the operating room. It is therefore 
advisable to blunt consciousness in every case by 
giving a hypodermic of scopolamine 0.0002 gm. and 
morphine 1 cg. one hour before anesthesia is induced. 
The patient should then be kept in a darkened room 
until he is wheeled to the operating room on a 
stretcher. The injection is not meant to produce 
twilight sleep, but to abolish fear, anxiety, and un- 
easiness. 

Novocaine is used almost universally as it is ten 
times less toxic than cocaine. Analgesia so induced 
is delayed and of briefer duration, however, so that 
adrenalin must be added to accelerate and increase 
the effects of the novocaine. Twenty to 30 drops 
of a 1:1,000 solution of adrenalin are added to 100 
c.cm. of the novocaine solution regardless of its con- 
centration. This dose is decreased one-half for 
children and old persons. Solutions of cocaine and 
novocaine or cocaine alone produce symptoms of ex- 
citement, dyspnoea, cardiac distress, etc. These drugs 
were abandoned, therefore, in favor of novocaine 
and adrenalin. Cocaine should never be used in 
regional anesthesia. 

The strength of the solution varies with the tech- 
nique; 0.5 per cent is used for the subcutaneous in- 
filtration; 1 per cent for paravertebral, caudal, and 
muscular injections, and for anesthesia of the head, 
hand, and foot; 2 per cent for caudal injections and 
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for blocking the brachial plexus and the great nerve 
trunks; and 5 per cent for surgery of the eye. 

Glass syringes with wing grasps for the fingers and 
long, thin, flexible, nickel-plated steel needles are 
best. The attachment of the needle to the syringe 
should be excentric. 

Gentleness is a requisite of the anesthetist. Be- 
fore anesthesia is begun the patient should be 
warned that he will feel a few light pricks of the 
needle and the sensation of touch and pull will not 
be abolished. The ears may be plugged with cotton 
and the eyes bandaged. Accurate anatomical 
knowledge of nerve distribution and location is 
necessary. Anasthetic wheals should be made where 
the skin is to be punctured. As the periosteum is 
very sensitive, bones should be approached lightly 
with the needle. Infiltration should be slow, steady, 
and continuous as the needle is advanced and with- 
drawn. 

When the needle is to be introduced near large 
blood vessels it should not be attached to the 
syringe previous to its insertion. It must be ascer- 
tained that it has not entered the lumen of a blood 
vessel, and if blood is present, it should be withdrawn 
a little. If necessary to pass the needle deeper, its 
direction should be changed slightly. A small 
hematoma is of no importance, although it may in- 
terfere slightly with the anesthesia. It is advisable 
to aspirate by withdrawing the plunger of the syringe 
slightly before injecting. Ten minutes should be 
allowed for the induction of complete anesthesia. 
Sharp instruments should be used and the tissues 
handled as gently as possible. Incisions should be 
longer than when a general anesthetic is used. 

Nerve blocking may be accomplished in four 
ways: 

1. By blocking the nerve terminals in the vicinity 
of the operative area. 

2. By blocking the nerves at any point between 
the spine or skull foramina and the area they supply. 

3. By blocking the nerves within the spine but 
outside the dura mater. This procedure is called 
the extradural, epidural, or sacral method. 

4. By blocking the nerves within the dura. This 
procedure is known as intradural or spinal anal- 
gesia. MERLE R. Hoon. 


SURGICAL INSTRUMENTS AND APPARATUS 


Menard, P.: A Hot Air Alcohol Cautery (Cautére 4 
air chaud fonctionnant a alcool). Presse méd., Par., 
1921, xxix, 176. 

The principle of the hot air cautery described by 
Menard consists in passing compressed air into six 
small copper tubes which are heated by a powerful 
Bunsen alcohol-vapor lamp. The apparatus supplies 
pure and dry air free from the products of alcohol 
combustion at a temperature ranging from 600 to 
800 degrees. It is of small size and easy to operate. 
The Bunsen flame is entirely enclosed within the 
cautery. There are three principal parts to the 
cautery: the Bunsen lamp or alcohol reservoir; 
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the cautery proper; and the air-compressing portion 
consisting of a simple rubber bulb and tube. 
This apparatus makes it possible for the prac- 


titioner himself to treat many clinical condi- 
tions (rheumatism, slight gangrene, etc.) by 
thermotherapy. W. A. BRENNAN. 


Ratner, A. B.: A New Apparatus and Method for 
Puncturing the Superior Longitudinal Sinus 
in Infants. Am. J. Dis. Child., 1921, xxi, 199. 

The apparatus devised by Ratner consists of a 
small metal block, % in. wide and thick and 114% in. 
long, with an acutely beveled base. Through the 
middle of the block runs an opening of 18-gauge bore 
which permits the insertion of the needle. ‘The 
needle is 13 in. long and has a Luer-slip hub and a 
short beveled point. After it has been adjusted to 
the desired length it is held securely in place by a 
thumb screw. 

The first step in using the apparatus is to deter- 
mine the depth of the sinus as this varies somewhat 
in different infants. The author pinches up a por- 
tion of the scalp; half the thickness of the fold gives 
the approximate depth. The needle is then adjusted 
to the correct length and the set screw is tightened, 
the bevel of the needle being kept in the same direc- 
tion as the bevel of the block. Tobler’s measure- 
ments show that the distance from the skin to the 
sinus is between 2 and 5 mm., and at the posterior 
angle the depth varies between 4 and 7 mm., 
depending on the infant’s age and size. 

The point of entrance is chosen near the posterior 
angle of the fontanel along an imaginary line drawn 
between the middle of the bridge of the nose and 
the posterior angle of the fontanel. For the ad- 
ministration of fluid the apparatus is forced in up 
to the end of the block. If the sinus has been suc- 
cessfully entered, there will be an immediate and 
steady flow of blood. The end of the block now 
being used as a fulcrum, the apparatus is quickly 
turned so as to bring the beveled surface of the 
block in close apposition to the scalp. A syringe or 
gravity apparatus is immediately attached to the 
hub, and the fluid is administered in the usual man- 
ner. 

When the operation is completed the needle 
is withdrawn, a compress is held firmly over the 
bleeding point, and the child is raised to the sitting 
position. After the bleeding has stopped, collodion 
is applied. 

The advantages of this apparatus are that it is of 
simple construction and the needle is always in 
view when it is being inserted and can be held com- 
fortably and firmly in place. The end of the block 
keeps the needle from entering too far and serves 
as a fulcrum upon which the block turns, automatic- 
ally causing the needle to assume a plane in the 
direction of the sinus. The beveled surface lying 
flat against the scalp prevents lateral movement and 
keeps the needle steady. Any ordinary needle with 
a short bevel up to an 18-gauge may be used. 

M. I. MALoney. 
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SURGERY OF THE 
HEAD 


Doyle, A. S.: Traumatic Pneumocranium. 
J. Roenigenol., 1921, n.s. viii, 73. 


Am. 


The subject of traumatic pneumocranium is in- 
teresting inasmuch as only a few cases of this 
condition appear to have found their way into 
medical literature within the past decade. In one 
case reported by Stewart, as also in the author’s 
case, the condition was not suspected clinically. 
It is possible, however, that many cases of this 
condition present no clinical symptoms which would 
cause the patient to have an X-ray examination, 
pass unrecognized, and end in complete recovery. 
In a case reported by Potter recovery resulted 
without surgical interference. There were no serious 
symptoms at any time. Subsequent examinations 
showed absorption taking place. 

The author’s case was that of a man who was 
struck by an automobile, receiving lacerations of the 
scalp in the supra-orbital region. After remaining 
unconscious for several days, he regained conscious- 
ness and complained of constant and severe head- 
ache in the left frontal region. No operation except 
the suturing of the wound was performed at the 
time of the accident. Subsequently various nervous 
and mental symptoms developed and became pro- 
gressively worse. In a roentgen examination made 
about three months after the accident a fracture in 
the left frontal and temporal region and a large 
air cavity were revealed. At operation the dura 
was found to be tense and under pressure. When 
it was opened, air rushed out with a hissing sound. 
The brain tissue in the area involved was soft and 
lacked its normal resiliency. Death occurred the 
following day. 

At autopsy two openings through the dura and a 
depressed fracture above the outer half of the orbit 
extending to the temporal region in one direction 
and toward the cribriform plate of the ethmoid in 
the other were found. The fracture opened into 
the ethmoid sinuses. A probe inserted found free 
passage into the nasal cavity on the left side. Con- 
siderable thick mucus was discovered in this passage. 
This probably acted as a valve, admitting and con- 
fining the air. 

The unusual features of the case were: (1) the 
length of time the patient lived with a gradually 
increasing air cavity into which air constantly gained 
admission from the ethmoid cells and from which it 
could not escape, and (2) the fact that the true con- 
dition was not suspected. ADOLPH HarTUNG. 


Guenzel, R.: Acquired Internal Hydrocephalus 
(Beitrag zur Lehre vom erworbenen Hydrocephalus 
internus). Zéschr. f. d. ges. Neurol. u. Psychiat., 
1920. Ixii, 120. 

A soldier who had had typhus a few months 
previously had a chill followed by stiffness of the 
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neck, increased reflexes, fluttering of the lids, and 
trembling of the tongue. The signs were thought to 
be due to hysteria and led to his discharge from 
the army. After a time he had continuous headache 
associated with vomiting, double vision, stumbling 
gait, frequent attacks of dizziness, and psychomotor 
excitement. He then had a high tension pulse, 
choked disc, sensitiveness of the skull when it was 
tapped, weakness of the legs, ptosis, cerebellar 
ataxia, and faulty co-ordination. The cerebrospinal 
fluid was almost normal. An operation was decided 
upon but death occurred while a scopolamine- 
morphine injection was being given. 

As the symptoms could not be attributed to any 
disease of the cerebrum or cerebellum, it was 
assumed that they were due to pressure caused by 
internal hydrocephalus. The development and the 
objective symptoms indicated this. The slight 
pressure in the spinal fluid indicated that there was 
an absence of communication between the ventricle 
and the subarachnoid space. Autopsy confirmed 
the correctness of this diagnosis. The cause was 
found to be granulation nodules in the foramen of 
Magendi, the exact nature of which could not be 
determined. 

Acquired internal hydrocephalus arises from: 
(1) increased formation of fluid; (2) interference 
with the discharge of the fluid; and (3) decreased 
resistance of the ventricle wall. The case reported 
belongs to the second group. In some cases of this 
group tumors and cysticerci have been found in a 
similar situation. Cases with such a cause do not 
show the remissions lasting for years which are 
sometimes observed in the so-called idiopathic 
cases. 

It is not known to what extent the injection of 
scopolamine was responsible for the sudden death 
in the case reported, but the author states that it is 
advisable not to use much morphine in severe in- 
juries of the brain. Koentc (Z). 


Viets, H.: A Note on Gliomata, with Report of a 
Case. Boston M. & S. J., 1921, clxxxiv, 150. 

Attention is directed to a type of cerebral glioma 
which may invade and replace part of a hemisphere 
and then enter the subarachnoid space. Once with- 
in this space it has a striking tendency to extend 
along the serous surfaces without extending beyond 
them or penetrating into the adjacent structures. 

A case of this type of glioma is reported. The 
circumscribed tumor replaced part of the right tem- 
poral lobe and invaded the subarachnoid space at the 
level of the pons, markedly compressing this struc- 
ture. There was no invasion through the resistant 
pial membrane once the tumor entered the sub- 
arachnoid space. The new growth then extended 
cephalad over the base of the brain and caudad to 
the conus terminalis, never penetrating the pia 
except at the pontine angle, where there was a slight 
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for blocking the brachial plexus and the great nerve 
trunks; and 5 per cent for surgery of the eye. 

Glass syringes with wing grasps for the fingers and 
long, thin, flexible, nickel-plated steel needles are 
best. The attachment of the needle to the syringe 
should be excentric. 

Gentleness is a requisite of the anesthetist. Be- 
fore anesthesia is begun the patient should be 
warned that he will feel a few light pricks of the 
needle and the sensation of touch and pull will not 
be abolished. The ears may be plugged with cotton 
and the eyes bandaged. Accurate anatomical 
knowledge of nerve distribution and location is 
necessary. Anasthetic wheals should be made where 
the skin is to be punctured. As the periosteum is 
very sensitive, bones should be approached lightly 
with the needle. Infiltration should be slow, steady, 
and continuous as the needle is advanced and with- 
drawn. 

When the needle is to be introduced near large 
blood vessels it should not be attached to the 
syringe previous to its insertion. It must be ascer- 
tained that it has not entered the lumen of a blood 
vessel, and if blood is present, it should be withdrawn 
a little. If necessary to pass the needle deeper, its 
direction should be changed slightly. A small 
hematoma is of no importance, although it may in- 
terfere slightly with the anesthesia. It is advisable 
to aspirate by withdrawing the plunger of the syringe 
slightly before injecting. Ten minutes should be 
allowed for the induction of complete anesthesia. 
Sharp instruments should be used and the tissues 
handled as gently as possible. Incisions should be 
longer than when a general anesthetic is used. 

Nerve blocking may be accomplished in four 
ways: 

1. By blocking the nerve terminals in the vicinity 
of the operative area. 

2. By blocking the nerves at any point between 
the spine or skull foramina and the area they supply. 

3. By blocking the nerves within the spine but 
outside the dura mater. This procedure is called 
the extradural, epidural, or sacral method. 

4. By blocking the nerves within the dura. This 
procedure is known as intradural or spinal anal- 
gesia. MERLE R. Hoon. 


SURGICAL INSTRUMENTS AND APPARATUS 


Menard, P.: A Hot Air Alcohol Cautery (Cautére a 
air chaud fonctionnant a alcool). Presse méd., Par., 
IQ2I, XX1x, 1706. 

The principle of the hot air cautery described by 
Menard consists in passing compressed air into six 
small copper tubes which are heated by a powerful 
Bunsen alcohol-vapor lamp. The apparatus supplies 
pure and dry air free from the products of alcohol 
combustion at a temperature ranging from 600 to 
800 degrees. It is of small size and easy to operate. 
The Bunsen flame is entirely enclosed within the 
cautery. There are three principal parts to the 
cautery: the Bunsen lamp or alcohol reservoir; 
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the cautery proper; and the air-compressing portion 
consisting of a simple rubber bulb and tube. 
This apparatus makes it possible for the prac- 


titioner himself to treat many clinical condi- 
tions (rheumatism, slight gangrene, etc.) by 
thermotherapy. W. A. BRENNAN. 


Ratner, A. B.: A New Apparatus and Method for 
Puncturing the Superior Longitudinal Sinus 
in Infants. Am. J. Dis. Child., 1921, xxi, 199. 


The apparatus devised by Ratner consists of a 
small metal block, 14 in. wide and thick and 114 in. 
long, with an acutely beveled base. Through the 
middle of the block runs an opening of 18-gauge bore 
which permits the insertion of the needle. ‘The 
needle is 13 in. long and has a Luer-slip hub and a 
short beveled point. After it has been adjusted to 
the desired length it is held securely in place by a 
thumb screw. 

The first step in using the apparatus is to deter- 
mine the depth of the sinus as this varies somewhat 
in different infants. The author pinches up a por- 
tion of the scalp; half the thickness of the fold gives 
the approximate depth. The needle is then adjusted 
to the correct length and the set screw is tightened, 
the bevel of the needle being kept in the same direc- 
tion as the bevel of the block. Tobler’s measure- 
ments show that the distance from the skin to the 
sinus is between 2 and 5 mm., and at the posterior 
angle the depth varies between 4 and 7 mm., 
depending on the infant’s age and size. 

The point of entrance is chosen near the posterior 
angle of the fontanel along an imaginary line drawn 
between the middle of the bridge of the nose and 
the posterior angle of the fontanel. For the ad- 
ministration of fluid the apparatus is forced in up 
to the end of the block. If the sinus has been suc- 
cessfully entered, there will be an immediate and 
steady flow of blood. The end of the block now 
being used as a fulcrum, the apparatus is quickly 
turned so as to bring the beveled surface of the 
block in close apposition to the scalp. A syringe or 
gravity apparatus is immediately attached to the 
hub, and the fluid is administered in the usual man- 
ner. 

When the operation is completed the needle 
is withdrawn, a compress is held firmly over the 
bleeding point, and the child is raised to the sitting 
position. After the bleeding has stopped, collodion 
is applied. 

The advantages of this apparatus are that it is of 
simple construction and the needle is always in 
view when it is being inserted and can be held com- 
fortably and firmly in place. The end of the block 
keeps the needle from entering too far and serves 
as a fulcrum upon which the block turns, automatic- 
ally causing the needle to assume a plane in the 
direction of the sinus. The beveled surface lying 
flat against the scalp prevents lateral movement and 
keeps the needle steady. Any ordinary needle with 
a short bevel up to an 18-gauge may be used. 

M. I. MALONEY. 
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Doyle, A. S.: Traumatic Pneumocranium. 
J. Roentgenol., 1921, n.s. viii, 73. 


Am. 


The subject of traumatic pneumocranium is in- 
teresting inasmuch as only a few cases of this 
condition appear to have found their way into 
medical literature within the past decade. In one 
case reported by Stewart, as also in the author’s 
case, the condition was not suspected clinically. 
It is possible, however, that many cases of this 
condition present no clinical symptoms which would 
cause the patient to have an X-ray examination, 
pass unrecognized, and end in complete recovery. 
In a case reported by Potter recovery resulted 
without surgical interference. There were no serious 
symptoms at any time. Subsequent examinations 
showed absorption taking place. 

The author’s case was that of a man who was 
struck by an automobile, receiving lacerations of the 
scalp in the supra-orbital region. After remaining 
unconscious for several days, he regained conscious- 
ness and complained of constant and severe head- 
ache in the left frontal region. No operation except 
the suturing of the wound was performed at the 
time of the accident. Subsequently various nervous 
and mental symptoms developed and became pro- 
gressively worse. In a roentgen examination made 
about three months after the accident a fracture in 
the left frontal and temporal region and a large 
air cavity were revealed. At operation the dura 
was found to be tense and under pressure. When 
it was opened, air rushed out with a hissing sound. 
The brain tissue in the area involved was soft and 
lacked its normal resiliency. Death occurred the 
following day. 

At autopsy two openings through the dura and a 
depressed fracture above the outer half of the orbit 
extending to the temporal region in one direction 
and toward the cribriform plate of the ethmoid in 
the other were found. The fracture opened into 
the ethmoid sinuses. A probe inserted found free 
passage into the nasal cavity on the left side. Con- 
siderable thick mucus was discovered in this passage. 
This probably acted as a valve, admitting and con- 
fining the air. 

The unusual features of the case were: (1) the 
length of time the patient lived with a gradually 
increasing air cavity into which air constantly gained 
admission from the ethmoid cells and from which it 
could not escape, and (2) the fact that the true con- 
dition was not suspected. ApoLpH HaRTUNG. 


Guenzel, R.: Acquired Internal Hydrocephalus 
(Beitrag zur Lehre vom erworbenen Hydrocephalus 
internus). Zéschr. f. d. ges. Neurol. u. Psychiat., 
1920. Ixii, 120. 

A soldier who had had typhus a few months 
previously had a chill followed by stiffness of the 
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neck, increased reflexes, fluttering of the lids, and 
trembling of the tongue. The signs were thought to 
be due to hysteria and led to his discharge from 
the army. After a time he had continuous headache 
associated with vomiting, double vision, stumbling 
gait, frequent attacks of dizziness, and psychomotor 
excitement. He then had a high tension pulse, 
choked disc, sensitiveness of the skull when it was 
tapped, weakness of the legs, ptosis, cerebellar 
ataxia, and faulty co-ordination. The cerebrospinal 
fluid was almost normal. An operation was decided 
upon but death occurred while a scopolamine- 
morphine injection was being given. 

As the symptoms could not be attributed to any 
disease of the cerebrum or cerebellum, it was 
assumed that they were due to pressure caused by 
internal hydrocephalus. The development and the 
objective symptoms indicated this. The slight 
pressure in the spinal fluid indicated that there was 
an absence of communication between the ventricle 
and the subarachnoid space. Autopsy confirmed 
the correctness of this diagnosis. The cause was 
found to be granulation nodules in the foramen of 
Magendi, the exact nature of which could not be 
determined. 

Acquired internal hydrocephalus arises from: 
(1) increased formation of fluid; (2) interference 
with the discharge of the fluid; and (3) decreased 
resistance of the ventricle wall. The case reported 
belongs to the second group. In some cases of this 
group tumors and cysticerci have been found in a 
similar situation. Cases with such a cause do not 
show the remissions lasting for years which are 
sometimes observed in the so-called idiopathic 
cases. 

It is not known to what extent the injection of 
scopolamine was responsible for the sudden death 
in the case reported, but the author states that it is 
advisable not to use much morphine in severe in- 
juries of the brain. Koenie (Z). 


Viets, H.: A Note on Gliomata, with Report of a 
Case. Boston M. & S. J., 1921, clxxxiv, 150. 


Attention is directed to a type of cerebral glioma 
which may invade and replace part of a hemisphere 
and then enter the subarachnoid space. Once with- 
in this space it has a striking tendency to extend 
along the serous surfaces without extending beyond 
them or penetrating into the adjacent structures. 

A case of this type of glioma is reported. The 
circumscribed tumor replaced part of the right tem- 
poral lobe and invaded the subarachnoid space at the 
level of the pons, markedly compressing this struc- 
ture. There was no invasion through the resistant 
pial membrane once the tumor entered the sub- 
arachnoid space. The new growth then extended 
cephalad over the base of the brain and caudad to 
the conus terminalis, never penetrating the pia 
except at the pontine angle, where there was a slight 
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invasion of the cerebellum. There was a combina- 
tion of both brain and spinal cord symptoms, includ- 
ing loss of consciousness, dizzy spells, headache, 
vomiting, choked disc, hallucinations of tasting gas 
and smelling tar, left homonymous hemianopsia, 
and right hemiplegia. 

The pathology explains all the signs except the 
right hemiplegia. Unfortunately the surgeon was 
led astray by this sign and did a futile exploration of 
the left parieto-temporal region. The hemianopsia 
and uncinate attacks should have led to exploration 
of the right temporal lobe, the correct site of the 
lesion. The spinal cord symptoms of diffuse root 
pain, sensory changes, and ataxia of the legs com- 
bined with alterations of the reflexes from exaggera- 
tion with a Babinski sign to loss of reflexes are 
explainable by the growth of the tumor in the sub- 
arachnoid space and its variation of pressure at 
different levels of the cord. 

The pathology is described in detail with illus- 
trations of gross brain sections. Both macroscopi- 
cally and microscopically the tumor showed the 
characteristics of a malignant glioma. 


Bayley de Castro, A.: A Cyst of Interest. Indian 


M.Gaz., 1921, lvi, 16. 

The author reports a cyst which in its external 
appearance and its history resembled a sebaceous 
cyst except that its growth was rather rapid. 
It was situated over the right parietal bone. While 
it was being dissected out its sac burst; it was 
therefore treated as an ordinary incised abscess. 
On exploring the interior with his finger, the author 
discovered a very evenly punctured hole through 
the plates of the bone. The dura was visible. No 
connection between the dura and the sac of the cyst 
could be discovered. The cyst was about the size of 
a goose egg, and the duration of its growth was a 
little over three weeks. 

The patient, a well-developed young man, had 
never suffered from headache or from localized pain 
in the cyst. He had never had a head injury and 
he gave a negative history for syphilis. His recovery 
was uneventful. M. I. MALoney. 


Beck, J. C., and Jesser, J.: Plastic Surgery of the 
Face. Internat. J. Orthodont. & Oral Surg., 1921, 
vii, 81. 

The authors present cases, photographs, and 
casts illustrating the subject of plastic surgery of the 
face in civil practice. 

Two types of plastic surgery are discussed: (r) 
cosmetic surgery such as that performed for the 
correction of hump nose, saddle nose, or a lateral 
deflection or twist; and (2) reconstructive surgery 
for the correction of defects due to pathologic 
changes or injury. 

The first case reported was that of a young 
woman who had a beauty specialist inject a mass of 
paraffin into her nose. This injection was followed 
by a growth of tissue around the paraffin, causing 
the formation of a tumor or paraffinoma. The 
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tumor was painful, discolored the skin, and reached 
into the orbit, the cheek, and down over the lip. 
After excising it, the authors used radium (25 to 50 
mg.) over the connective tissue to prevent further 
growth. Later a plastic operation will be performed. 

The second case was a case of destruction of the 
nose by lues. The nose was rebuilt with tissue 
obtained from neighboring parts. 

The third case was that of a man with true tuber- 
culosis of the nose which necessitated its surgical 
removal and radium treatment. The tuberculosis 
was entirely cured and at the time the article was 
written reconstructive surgery was in progress. 

The fourth case was interesting from the stand- 
point of etiology and the amount of surgical work 
which had been done. Thirty-three operations had 
been performed under general anesthesia. When a 
child, the boy had had some form of eczema or 
erythema and the family physician by mistake 
applied a corrosive substance which destroyed the 
greater part of the nose as well as the eyelids and 
lips. 

The fifth case is reported to demonstrate the 
method used to reach a large tumor in the post- 
nasal space, a fibrosarcoma. This growth was 
removed by slitting the palate on one side of the 
uvula up to the hard palate. 

In a case of cleft palate very good results were ob- 
tained from closing the bony perforation by sutur- 
ing in place the posterior end of the inferior tur- 
binate, the anterior end being left attached. 

O. M. Rorr. 


Whitham, J. D.: Restoration of the Cheek and 
Temporal Region by Pedicled and Sliding 
Grafts of Skin and Muscle; Report of an IIlus- 
trative Case. J. Am. M. Ass., 1921, lxxvi, 448. 


The treatment of cutaneous angiomata or ‘“‘port- 
wine”’ birth-marks by the roentgen ray is not satis- 
factory, and the case reported by Whitham illus- 
trates in an extreme degree how dangerous it may be. 

The patient, a man aged 23 years with a negative 
family history, had had a “port-wine” birth-mark 
covering almost the entire right side of his face since 
birth. Nothing was ever done to remove this 
blemish until December, 1917. At that time he 
feared the condition would disqualify him for mili- 
tary service, and to insure his acceptance in the 
army he applied for treatment. His physician 
referred him to a roentgenologist. 

The roentgenologist gave him about eighteen 
roentgen-ray exposures, each lasting from five to 
ten minutes. These were given in series of three 
consecutive days with rest periods between. About 
March 15, 1918, two weeks after the last roentgen- 
ray exposure, a blister began to form all over the 
birthmark. Later this ruptured and exuded serum. 
When the patient was inducted into the army, 
May 25, 1918, part of this blister had healed. A few 
days later, ulceration and sloughing began which at 
first affected the skin and soft tissues of the cheek 
and soon spread to the temporal region and deeper 
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structures. By September, the soft tissues of the 
cheek had sloughed off, leaving a large opening into 
the mouth and nose through the maxillary sinus. 

By February, 1919, the right malar bone and a 
large part of the right superior maxilla were denuded 
and necrotic, the undestroyed portions of the right 
masseter and buccinator muscles were exposed, and 
there was an intense right orbital cellulitis. 

On March 28, the right eye was enucleated and 
the right malar bone and a portion of the right 
superior maxilla were removed as sequestra. 

By May 28, extensive destruction of the squamous 
portion of the temporal bone and overlying soft tis- 
sue was present. Sloughing tissue and_ necrotic 
bone were removed down to the inner plate of the 
temporal bone. The temporal region remained open, 
discharging foul-smelling pus for several months, but 
after the removal of several small sequestra, it 
began to granulate over so that by November, rg19, 
the bone and soft tissues were covered with epithe- 
lium except for an ulcerated patch about % in. 
square just below the outer angle of the orbit. 

On Sept. 29, 1910, the patient had a typical attack 
of Jacksonian epilepsy involving the side of the body 
opposite the lesion. 

By February 19, 1920, the wounds were clean and 
the patient was in good physical condition. On this 
date, under procaine anesthesia, a skin lining for the 
outer wall of the maxillary sinus was made by turn- 
ing together two flaps—one from the cheek below 
the opening and the other from the side of the nose. 
These were sutured with interrupted silk stitches. 
A large pear-shaped flap including tissues down to 
the pericranium was then cut with a thick pedicle 
from the right side of the forehead, including all the 
tissue between the eyebrows. This was brought 
down and sutured without tension over the turned-in 
flaps. Interrupted skin sutures were used. Small 
rubber tissue drains were placed in each lower angle 
of the wound. The wound healed quickly. 

On April 5 the second operation was performed. 
This was designed to restore the soft tissues over 
the temporal region, to cover the exposed dura in 
this region with healthy skin and muscle, and to 
obtain a cosmetic result. When the wound was 
freshened it was noted that in several places the 
squamous plate was entirely lacking. Two hori- 
zontal incisions were made in the scalp, beginning 
above the right ear and extending back to the region 
of the external occipital protuberance. The in- 
cisions were 214 in. apart. The flap thus outlined 
was cut to include the remnants of the temporal 
muscle, brought forward by sliding, and sutured into 
the defect with interrupted silkworm-gut stitches. 
The defect was thus covered with healthy scalp and 
a portion of the temporal muscle. The resulting 
scars were for the most part in the hairy portions of 
the scalp and therefore not conspicuous. 

A month later the pedicle of the forehead flap was 
returned. At a future date still further improve- 
ment will be obtained by scar excision and skin 
grafting to correct the ectropion in the lower eyelid. 
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By May 1, 1920, the wound had healed. The 
patient had had no recurrence of convulsions, had 
gained 25 lb. in weight, and was in perfect health. 

M. I. MALONEY. 


NECK 


Gilman, P. K.: Cysts and Fistule of the Thyro- 
glossal Duct. Surg., Gynec. & Obst., 1921, xxxii, 
141. 

In this article Gilman reviews the embryology, 
anatomy, and pathology of the thyroglossal duct. 

There are three lesions associated with the thyro- 
glossal tract: first and most common, the develop- 
ment of cysts leading usually to the formation of fis- 
tule; second, the development of solid tumors; 
and third, the development of thyroid rests along the 
tract. 

Thyroid gland tissue persists along the course of 
the thyroglossal tract especially when the develop- 
ment of the thyroid in its normal situation has been 
incomplete. These thyroid areas may develop at 
any point along the course taken by the original 
vesicle in its journey from the floor of the pharynx 
to the normal thyroid site. Aberrant thyroids 
have their origin in rests held up along the course 
and may present all the histologic characteristics 
of goiter. They are more frequent in women than 
in men. 

Solid tumors associated with the thyroglossal 
tract include adenomatous and _ carcinomatous 
growths. 

Cysts of the thyroglossal duct are lesions which 
commonly result from the persistence of the duct 
either in part or in whole. The essential structure 
of cysts of this type is very constant. The wall 
consists of consecutive layers of connective tissue 
with little or no inflammatory reaction. In larger 
cysts and those which have become infected, the 
fibrous wall may be thickened, dense, and compact 
with cellular infiltration. Blood vessels are usually 
numerous and course about the cyst between the 
layers of fibrous tissue. 

Thyroglossal cysts form in the midline of the neck 
or tongue along the site of the original tract. In 
this they differ from the lesions of the branchial 
clefts which are lateral in their situation. The 
thyroglossal cyst is never congenital. It may ap- 
pear at any time after birth from the earliest months 
to adult life. 

The size to which thyroglossal cysts develop 
varies greatly and depends in part, at least, upon 
their location, the course taken in their develop- 
ment, and the absence of infection. 

Persistent portions of the thyroglossal duct may 
remain quiescent for years and may be revealed by 
some acute inflammatory process with symptoms 
similar to those caused by an acute phlegmon or 
by a small swelling which increases steadily in size. 
Small cysts may give rise to no symptoms and at 
times are discovered only in the course of a routine 
examination. 
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If suppuration occurs and passes through the 
wall, suppurative exudate may burrow along the 
planes of the neck to almost any point. Suppura- 
tion of the thyroglossal duct presenting as an abscess 
above the sternum is at times misinterpreted and 
opened locally. A persistent sinus then results. 

The treatment of cysts and sinuses of the thyro- 
glossal duct is complete excision. A transverse col- 
lar incision made at the level best meeting the 
requirements gives good exposure when the flaps are 
dissected back above and below. A cyst should be 
freed as completely as possible by shelling it out. 
If a sinus is present, the opening should be freed 
with as much of the surrounding skin as possible 
and traction then employed to bring out the upper 
portion of the tract or sinus. The latter may then 
be followed by blunt dissection after separation of 
the neck muscles away from the median line. 

The author reports 10 cases illustrating the vari- 
ous types of cysts and fistule of the thyroglossal 
duct. M. I. MALONEY. 


Williams, C.: Classification of Goiter: Analysis 
of One Hundred Cases. Am. J. M. Sc., 1921, clxi, 
223. 


Carrington presents a report of the last 100 cases 
of goiter operated on in St. Luke’s Hospital, Rich- 
mond, Va., during a period of eighteen months. 
All cases admitted to the surgical service were 
operated on except 3. One of these was that of a 
woman, 55 years of age, with extensive myocardial 
and renal degeneration, who was treated with the 
roentgen ray and later died. The second was that 
of a man, 45 years of age, with thyroiditis following 
influenza which was associated with chronic and 
severe myocarditis and aortitis. The third was 
that of a woman, aged 47 years, who had a large, 
very hard goiter and bony metastasis in the lumbar 
spine. The diagnosis of carcinoma of the thyroid 
with spinal metastasis was made and the condition 
was considered hopeless. These 3 cases are not 
included in the series forming the basis of this paper. 
The cases were divided into three groups: 

Group r included the cases of simple goiter regard- 
ing which there is little to be said. The symptoms 
were few, consisting chiefly of hoarseness, obstruction 
to breathing, and difficulty in swallowing due to 
pressure. The patient came to operation for the 
relief of these symptoms or, as was more frequent, for 
correction of the deformity. There were 61 patients 
in this group, 4 males and 57 females. 
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Schupfer, F.: Pleurisy and Peritonitis in the 
Syphilitic (Pleuriti e peritoniti nei sifilitici). 
Riforma med., 1921, XXXxvii, 25. 

The author states that there are three types of 
syphilitic pleurisy, the congenital luetic type and 
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Group 2 was made up of cases of hyperthyroidism. 

Patients belonging to this group are middle-aged 
and have had a goiter for a long time without symp- 
toms. These quiescent goiters suddenly begin to 
grow, and coincident with the growth the patients 
become restless and nervous and suffer attacks of 
palpitation, acceleration of the heart rate, and loss 
of weight. They do not have the fine tremor or the 
exophthalmos of the third group. In this group 
there were 20 patients, 1 male and 19 females. 

Group 3 included cases with the classic symptoms 
of exophthalmic goiter. Besides the symptoms 
shown by the cases belonging to Group 2, fine tremor 
and exophthalmos are present. There were 19 
patients in this group, all females. 

As a result of this study the author concludes that 
all toxic goiters should be regarded as belonging to 
two definite groups: (1) those in which the intoxica- 
tion is due to recent proliferation of the parenchyma 
in an old goiter (Group 2), and (2) those in which 
the thyroid hyperplasia is primary and probably 
associated with other pathology (Group 3). 

The simple goiter of Group 1 should be surgically 
removed not only for the relief of the pressure and 
for cosmetic improvement, but also to remove the 
danger of hyperthyroidism and cancer which may 
develop as the patient and the goiter become older. 

Patients belonging to Group 2 may be relieved 
by removing the goiter and may expect perfect 
recovery unless the operation is delayed until 
thyroid stimulation has seriously damaged other 
vital organs. If not treated, they will become pro- 
gressively worse but will not develop exophthalmic 
goiter. 

Patients in Group 3 are benefited by surgical 
treatment. The prognosis, however, is not com- 
parable to that in the cases of Group 2. Williams 
believes that the best results claimed in cases of 
exophthalmic goiter have been due to operations on 
cases belonging to Group 2 which are not cases of 
exophthalmic goiter. The converse also is true— 
that is, that the poor results are obtained in cases 
which should be classified in Group 3. In spite of 
this, however, surgery is the best treatment now 
known for exophthalmic goiter. 

The roentgen-ray and radium treatment of goiter 
should be confined to cases in Group 3, and it is 
possible that with further development the radiolo- 
gist may be able to take precedence over the surgeon 
in the treatment of cases in this group. 

G. W. HocwreIn. 
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the types characteristic of the secondary and ter- 
tiary stages of syphilis. The last two may be either 
primary or secondary to specific lesions in the 
neighboring organs. 

Schupfer describes the case of a man 32 years of 
age with pleurisy with fibrinous exudate on the left 
side, an exudative mass in the peritoneum, marked 


























































enlargement of the spleen, and considerable enlarge- 
ment of the liver, who showed signs of perito- 
nitis. The disease had an acute onset. Sharp pain 
in the left shoulder which accompanied its inception 
might have been due to either the splenomegaly or 
the pleurisy. Besides a generalized polyadenitis, the 
patient had a definitely positive Wassermann reaction 
and under treatment with iodine and mercury his 
symptoms of pleurisy and peritonitis rapidly dis- 
appeared. Both the physical examination and 
subsequent observations showed the presence of 
tuberculosis in the right lung. 

If this is to be considered a case of syphilitic 
pleurisy the author believes it belonged to the 
tertiary stage as the clinical features indicated that 
it should be included in the class of cases described 
by various authors as syphilitic serositis of the 
tertiary stage. The characteristics of this type are: 
(1) the presence of other specific lesions which show 
the same evolution and appear with, or shortly be- 
fore, the pleurisy; (2) symptoms of general syphilitic 
infection; and (3) improvement following mer- 
curial treatment. 

The author discusses the case in detail and states 
that in his opinion it is not probable that pleurisy, 
and especially a primary pleurisy, may have a purely 
luetic origin. In many of the cases reported in the 
literature the patient was frankly tuberculous, and 
Schupfer is certain that in his own case the serositis 
was tubercular rather than syphilitic. ’ However, 
as the condition was peculiar, he preferred to treat 
it as a case of polyserositis in a luetic subject. If 
a tubercular pleurisy or peritonitis develops in a 
syphilitic person it may reveal manifestations of a 
lues which up to then was latent, and the clinical 
syndrome is apt to be much more complex than in 
other cases. The reciprocal influence of the two 
diseases affects not only the clinical picture but also 
the evolution and prognosis, and the complex condi- 
tion is variously influenced by the treatment 
adopted. If in dealing with pleurisy the clinician 
notes symptoms suggesting syphilis he must bear in 
mind the fact that tuberculous serositis is very 
much more frequent than luetic serositis in syphilitic 
persons and the clinical picture is different. 

W. A. BRENNAN. 


Illum, F. M.: A Case of Adenoma of the Sweat 
Glands of the Axilla (Ein Fall von Schweiss- 
druesenadenom der Achselhoehle). Hosp.-Tid., 
1920, lxiii, 697. 

The patient was a woman of 34 who had several 
hard, oval tumors about 1 cm. long in both axillz. 
These growths seemed to involve the skin as it 
was not movable over them. The patient stated 
that similar tumors had been removed once pre- 
viously. Those present when she was examined by 
the author had been growing for about a year. 
There was no local pain but complaint was made of 
radiating pain in the fingers. The tumors were 
removed and found on examination to be typical 
fibro-adenoma. The double layer of epithelium in 
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the gland elements, the marked membrana propria, 
and the situation of the tumors in the subcutaneous 
tissue indicated that they originated in the sudori- 
ferous glands. 

Aside from adenomata of the sweat glands the 
forms of tumor appearing in the axilla are: (1) 
follicular adenomata of the cutis (Kreibisch) which 
originate in the follicles of the skin and are made 
up of numerous gland structures with horny cells and 
a few rudimentary hairs; and (2) fibro-adenomata, 
which originate in an aberrant or accessory mammary 
anlage. Virchow doubted the existence of adenomata 
of the sweat glands, for the tumors which were so 
called and which he examined proved to be angiom- 
ata. Toeroek studied the cases reported in the 
literature and recognized only two as adenoma of 
the sweat glands. Pick reports two cases of adenoma 
of the sudoriferous glands of the vulva and dis- 
cusses six cases in all. He states that to be classed 
as an adenoma of the sweat glands a tumor must 
show a membrana propria, a high, simple, cylin- 
drical epithelium with a sharp border toward the 
lumen, and between the membrana propria and the 
cylindrical epithelium an ectodermal muscle-cell 
layer (Koelliker) whose mononuclear spindle-shaped 
cells lie with their long axes at an angle with the 
long axis of the cylindrical epithelium. The other 
tumors of the skin, which he calls “‘eruptive hidro- 
adenoma’”’ (Jacquet Darrier), ‘“‘syringocystadeno- 
ma” (Toeroek), ‘‘syringoadenoma” (Unna), 
‘““syringocystoma”’ (Neumann), etc., do not corre- 
spond to this description for though they are con- 
nected with the excretory ducts of the normal 
sweat glands, they do not have any true gland lumen 
nor any membrana propria. Therefore, Pick sug- 
gests the name of “‘hidro-adenoid epithelioma’”’ for 
all of them. 

The genesis of hidro-adenomata is two-fold. 
Such tumors are either true adenomata arising from 
the sweat glands or hidro-adenoid adenomata 
arising from the surface epithelium and showing 
the characteristics of sweat glands. There are no 
morphological signs by which the two forms can 
be distinguished. Pick and others believe that 
possibly the hidro-adenoid adenoma is an adenoma 
originating from misplaced foetal sweat glands. 

None of these tumors is found very frequently 
in the axilla. Most hidro-adenomata are formed in 
the vulva. Perthes discovered such an adenoma on 
the upper lip; Burthes saw one on the abdominal 
wall. According to Williamson, Schroeder, and 
Frattin, the tumors should be removed as soon as 
possible as carcinomatous degeneration has some- 
times been observed. Landsteiner reports a case 
of recurrence two years after operation. The 
case reported by Illum was doubtless a recurrence 
even though no signs of malignancy were found in 
the growths. The author suggests that possibly 
there was a tumor of the spinal medulla, but does 
not state whether such a tumor would have any 
influence on the development of the adenomata. 

SAXINGER (Z). 
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TRACHEA AND LUNGS 


Echinococcus of the Lung (Beitrag zur 
Arch. f. klin. 


Lasker, W.: 
Kenntnis des Lungenechinokokkus). 
Chir., 1920, cxiv, 864. 

After a brief discussion of the literature the 
author reports a case of large echinococcus cyst of the 
right lung observed in Bier’s clinic. The disease had 
persisted for about thirteen years and though 
punctures had been made, the condition had not 
been diagnosed. Its true nature was finally revealed 
by punctures done outside the clinic, the weakly 
positive complement-fixation reaction, and the 
characteristic roentgen picture. The X-ray showed 
a shadow almost filling the right half of the breast, 
which had a very dark edge 214 mm. broad, was con- 
vex upward, and exhibited a clear center with fluid. 

After an opening as large as the hand was made 
in the thoracic wall where there was a visible 
prominence, and after the purulent contents had 
been removed, the tumor, which was as large as a 
child’s head and surrounded by a calcified capsule 
was freed from numerous adhesions and removed. 

In spite of a good general condition before the 
operation the patient died the next morning of 
what was regarded by the author as anaphylactic 
shock. While the thick cyst wall did not allow 
any absorption of the echinococcus fluid, as shown 
by the slightly positive result of the complement- 
fixation reaction, the body was sensitized by the 
previous punctures so that anaphylaxis was pro- 
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duced when it was flooded with cyst contents at the 
operation. 

The diagnosis of lung echinococcus is made by 
finding the specific organisms in the sputum, by 
eosinophilia, the complement-fixation reaction, and 
the roentgen findings. Puncture is absolutely 
contra-indicated because, aside from anaphylaxis, 
it may cause death from empyema and pneu- 
mothorax. SIEVERS (Z). 


MISCELLANEOUS 


Drey, L.: A Case of Traumatic Chylothorax 
Caused by a Shrapnel Bullet Free in the Pleu- 
ral Space (Ein Fall von Chylothorax traumaticus 
entstanden durch eine frei im Pleuraraum beweg- 
liche Schrappnellkugel). Monatschr. f. Unfail- 
heilk., 1920, xxvii, 241. 

Chylothorax is rare; only 24 cases are known. 
Its causes are various; as a rule its mechanism is easily 
explained. The condition generally occurs on the 
right side; it is very rare on the left side. 

In the case reported the duct was not injured 
immediately but was traumatized later by the 
shrapnel bullet moving about freely in the pleural 
space. On account of the injury to the lung tissue 
chyle was coughed up. 

Suppuration is rare in chylothorax. The effusion 
is intermittent. Observation and puncture give the 
diagnosis. The prognosis good; recovery always 
results. The treatment is merely symptomatic. 

WEICHERT (Z). 
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ABDOMINAL WALL AND PERITONEUM 


Wernoe, T. B.: 
Abdomen (Aestesioskipoa abdominalis). 
Leger, 1920, Ixxxii, 1415. 


Zones of Hyperaesthesia on the 
i Ugesk. f. 


If a part of the warm skin is cooled it becomes 
pale. The nerve endings which perceive cold set up 
a spinal vasomotor reflex. Therefore, if any of these 
cold-perceiving nerves are hyperesthetic, the reflex 
is increased; that is, the hyperesthetic zone becomes 
colder than the surrounding skin. The variation 
is barely perceptible in full daylight, but if the 
patient is turned so that the part under examination 
is in the shadow a distinct difference between the 
hyperesthetic zone and the surrounding skin will 
be noted. The paler area does not appear instantly 
but becomes evident after the few seconds neces- 
sary for the adaptation of the eye and for the 
stimulus to traverse the nerve tract. 

The author uses ordinary room temperature as 
the necessary degree of cold. The advantage of this 
method of examination is that it is quicker, more 
accurate, and more definite. It is of value in 
localizing visceral lesions. In diseases of the gastro- 
intestinal tract the hyperesthesia is bilateral and 
symmetrical because every segment of the alimen- 
tary tract has bilateral innervation. For example, 


in appendicitis and cholelithiasis the irritation does 
not extend merely along the spinal nerve tracts of 
the right side, but passes from there to the medulla 
where it is distributed to the cerebrospinal nerves 
of both sides. Cold and pain are felt only on one 
side apparently because of a functional anomaly 
in the spinal segment corresponding to the nerves 
involved, which is due evidently to a physiological 
anesthesia of the brain, ‘“‘a slumbering condition of 
the controlling brain centers which has developed 
gradually on account of the position of these organs 
on the right side of the abdomen.” 

These hyperesthetic zones show characteristic 
figures in certain abdominal diseases: in cholelithia- 
sis there is an equilateral triangle in the epigastrium: 
in ulcer of the duodenum, an almost equilateral 
rhombus in the epigastrium with its long axis 
vertical; in ulcer of the stomach a rhombus in the 
epigastrium with its long axis horizontal; in colitis, 
a rhombus below the umbilicus; in bladder diseases, 
an oval figure in the pubic region; in nephrolithiasis, 
a field showing horizontal strips in the lumbar 
region; in pyelitis, a triangle in the same region; in 
diseases of the uterus, prostate, and rectum, a 
rhombus in the sacral region. If the skin is pig- 
mented or covered with hair the figures are not so 
easy to see. SAXINGER (Z). 
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GASTRO-INTESTINAL TRACT 


Lund, F. B., and Foley, J. A.: 
the Stomach and (sophagus. 
J., 1921, clxxxiv, 163. 


Hemorrhage from 
Boston M. & S. 


Profuse vomiting of blood comes from a rupture 
of a varicose vein in the cesophagus, while the origin 
of diffuse oozing is one or more very superficial 
ulcerations, abrasions, or “‘weeping surfaces” in 
the stomach. Rupture of an cesophageal vein 
usually occurs in older patients and is attended by 
symptoms of more or less advanced cirrhosis of the 
liver. 

Case 1 in this article is reported to illustrate the 
fact that cirrhosis of the liver may be the cause 
of fatal hemorrhage from the stomach in a young 
adult without previous symptoms of cirrhosis of 
the liver. Case 2 demonstrates that hemorrhage 
from a small ruptured vein in the cesophagus may 
be so slow as never to cause vomiting of blood until 
it has gone on long enough to produce fatal anemia. 
The third important cause of hematemesis is 
erosion of a large blood vessel by deep chronic 
ulcers. 

Operations on the stomach are contra-indicated 
in the presence of shock due to loss of blood. In 
acute cases the ulcer may heal while the stomach 
is kept at rest in the treatment of the first hemor- 
rhage so that the bleeding is never repeated. With 
regard to cases of chronic ulcer the dictum that 
operation is indicated after a second hemorrhage 
has been generally accepted, but the second hemor- 
rhage may be fatal. 

The use of an actual cautery in operations for 
ulcer has greatly simplified the treatment of hemor- 
rhage and made it much safer than before. Trans- 
fusion constitutes a ready means of changing the 
case from a poor to a good operative risk. The 
authors believe that immediate transfusion and 
cauterization of the ulcer are preferable to waiting, 
for if operation is delayed there is constant danger 
of repeated hemorrhage followed by possibly fatal 
exhaustion. E. C. RoBITsHEK. 


Perman, E.: The Nervous Apparatus of the Stom- 
ach and Ulcer of the Lesser Curvature. Acia 
chirurg. Scand., 1921, liii, 703. 

The author describes the anatomy of the nervous 
system of the stomach and shows how the different 
nerves are affected by ulcers at different locations 
and why they are so affected. The nerves of the wall 
of the stomach contain no sensitive fibers and it is 
very probable that the ulcer pains may be due to 
a great extent to an irritation of the sensitive nerves 
in the small omentum. This is the theory of 
Kappis. 

In some cases the ulcer pain may be produced by 
encroachment of the inflammatory process onto the 
sensitive parietal peritoneum or the stretching of the 
adhesions. It is probable also that the normal or 
increased gastric perstalsis may cause pain by pull- 
ing or dragging the nerves around the ulcer, the 
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irritability of which is greatly increased. The 
definitely localized pains which occur on palpation 
of the epigastrium above the ulcer are probably 
produced by mechanical irritation of the nerves 
lying close to the ulcer. M. I. MALoney. 


Poulton, E. P.: An Investigation of the Cause and 
Relief of Pain in Gastric Ulcer. Lancet, 1921, 
cc, 263. 

An important element in the pain of gastric ulcer 
is due to distention of the stomach. This may be 
relieved by reducing the intragastric pressure. In 
the author’s investigation two methods were 
adopted: 

1. A fine rubber tube, impregnated with lead at its 
lower end for X-ray localization, was passed into 
the stomach. Air or oxygen was then introduced 
through the tube from a reservoir connected with a 
water manometer. The patient was asked to de- 
scribe his sensation, whether of fullness or pain, 
while his stomach was being distended. 

2. A tube similar to that used in the first method 
was passed while the patient was experiencing pain. 

In many cases the pain was relieved within a 
few minutes by release of the pressure. 

The gastroduodenal tube is a modification of the 
gastric tube. It connects the stomach and duodenum 
so that pressure is equalized through the pylorus. 
It is about 2 ft. long and contains holes 1% in. 
apart. Both ends are opaque to the X-rays and 
to one end a piece of silk 27 in. long is attached. 
The tube is passed into the stomach where it readily 
passes the pylorus. The upper end of the tube is 
anchored in the stomach 22 in. from the lip. After 
the stomach has been outlined with a little barium- 
sulphate suspension the position of the tube is easily 
determined. As the tube seldom lasts longer than 
two or three weeks, it should be removed once a 
week and examined. 

It is not intended that a tube of this kind be used 
routinely in the treatment of peptic ulcer; its pur- 
pose is rather to secure evidence of the cause of 
the pain. The patients thus treated were for the 
most part out-patients and were doing their usual 
work. They were encouraged to take ordinary food; 
no drugs were recommended at first although later 
olive oil and petrolatum were given. 

The normal sensation produced by air distension 
of the stomach is fullness. Following sudden 
marked distension, however, pain may be present 
until the stomach adjusts itself. 

Sixteen patients with active ulceration were 
examined for pain produced by distension by this 
method. Fourteen patients experienced a feeling 
of fullness and the characteristic pain, which dis- 
appeared with release of the pressure. Of the two 
who did not feel pain, one was temporarily improv- 
ing at the time of the observation, but later suf- 
fered a relapse. A positive result with this test does 
not necessarily indicate a gastric lesion, but a 
negative result may be of value in excluding such a 
condition. 
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Sixteen patients were studied with regard to the 
relief of pain on passage of the tube. Thirteen of 
these were relieved. Of the other three, two found 
the use of the tube very unpleasant and the state- 
ments of one were unreliable as new pains developed 
every two or three days in various parts of the body. 

Is there any evidence that gastric pressure is 
responsible for the continuance of ulcer? Bolton 
found that the hydrochloric acid of the stomach was 
the cause of acute ulcer when gastrotoxic serum was 
used experimentally. This was prevented if the 
stomach contained alkali. By the artificial produc- 
tion of some degree of pyloric stenosis or by the use 
of a diet of meat instead of milk, the healing of an 
acute ulcer is prevented. Both of these factors lead 
to food retention and increased gastric pressure. 

In some cases of gastric ulcer the free hydrochlor- 
ic acid is low or entirely absent. Reference is made 
to a case of ulcer of the lesser curvature after gastro- 
jejunostomy; gastric analysis showed no free hydro- 
chloric acid. It is possible to explain the sudden re- 
lief from pain sometimes noted after gastrojejunos- 
tomy by the release of pressure. In the past, lavage 
has been done for the relief of pain. In some cases 
it has been discovered that the mere passage of the 
tube gives relief. 

Gastric distension is an important element in the 
pain of gastric ulcer and can be relieved by gastric 
and gastroduodenal tubes. Some evidence has 
been offered that chronic gastric ulcer is due to 
intra-gastric pressure. MERLE R. Hoon. 


McKelvey, J. L.: Acute Perforation of Gastric ana 
Duodenal Ulcer, With Notes of Twenty-Five 
Cases. Med. J. Australia, 1921, i, 3. 


To the patient the outstanding feature of acute 
perforation of a gastric or duodenal ulcer is pain while 
to the surgeon it isabdominal rigidity. The pulse may 
be excellent in rate and volume. Later, with increas- 
ing peritonitis, its rate increases. When it reaches 115 
to 120 the condition is very serious. The pain of 
perforation in duodenal ulcer is felt generally to the 
right of the midline. Inasmuch as the duodenal 
contents may trickle around the right colic flexure 
and down the ascending colon to the caecum, the 
cecum may be bathed almost at the first with 
infective material, and pain and tenderness in this 
region may suggest acute appendicitis. A similar con- 
dition may arise in the rupture of a hydatid cyst of the 
right lobe of the liver when the contents gravitate 
to the cecum. In the rupture of a gastric ulcer the 
pain is generally in the midline or to the left of it. 

Rigidity is the outstanding sign. The upper 
abdominal muscles feel like a metal plate. Respira- 
tion is short and gasping. Tonic contraction of the 
muscles produces some retraction of the abdominal 
wall which gradually disappears with the advance of 
peritonitis. Free fluid may be detected in the 
flanks. Besides increasing in rate as the peritonitis 
develops, the pulse becomes small, hard, and wiry. 
Vomiting then begins. The tongue, which at first is 
moist, becomes dry, red, and fissured. The abdo- 
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men becomes distended and the area of tenderness 
spreads. Constipation is obstinate, and the facial 
expression becomes anxious. There is capillary 
stasis; the extremities become cold and clammy, 
The temperature varies but little. At first it is sub- 
normal because of shock but later rises slightly as 
peritonitis develops. A high temperature suggests 
some other condition than perforation. 

Among the conditions to be differentiated from 
perforated gastric and duodenal ulcer are: acute 
appendicitis, the most common condition; acute 
perforation of the gall-bladder; rupture of a hydatid 
cyst of the liver (this may be accompanied by great 
pain, shock, and rigidity; urticarial rash and 
increased liver dullness may suggest the condition); 
acute pancreatitis (rigidity not so marked); basal 
pneumonia with either costal or diaphragmatic 
pleurisy; lead colic; tabetic crisis; intestinal obstruc- 
tion and mesenteric thrombosis (these lack the 
rigidity of perforation but the melena of thrombosis 
may suggest a bleeding duodenal ulcer); Addison’s 
disease with abdominal pain; erosion of the head of 
the pancreas associated with duodenal ulcer (not 
associated with rigidity); embolism (rigidity is not 
so marked in this condition and the cardiac signs will 
suggest embolism); and hepatic, renal, and pan- 
creatic colic which are characterized by restlessness. 

When the abdomen is opened there may be some 
bubbling of gas but there is always free fluid which 
is generally yellowish or bile-stained and contains 
flakes of lymph and possibly food débris. 

In perforation of the duodenum the fluid collects 
around the gall-bladder and duodenum, flows into 
the right kidney pouch, and down the outer side or 
along the ascending colon to the cecum. From the 
cecum it passes into the pelvic cavity. The pelvic 
cavity may contain much infective material while 
the small intestine area is still unsoiled. In some 
cases the fluid flows over the transverse colon and 
involves the area of the small intestine, but it is still 
directed to the cecum by the obliquity of the 
mesentery and therefore to the pelvis. In both paths 
the appendix may be soiled. 

In perforation of a gastric ulcer the anterior wall 
or lesser curvature is usually involved and the fluid 
may be limited by the transverse colon or overflow 
to the small intestine. Perforation of a pyloric ulcer 
resembles that of a duodenal ulcer. In duodenal 
perforation the fluid does not seem to enter the 
foramen epiploicum of Winslow. 

The methods of dealing with the perforation vary 
in the practice of different surgeons and may be 
classified roughly thus: (1) simple suture with or 
without drainage, (2) suture with a patch of omen- 
tum, with or without drainage, (3) excision of the 
ulcer, (4) any of the methods mentioned with a 
gastrojejunostomy or other short-circuiting opera- 
tion, and (5) simple drainage of the perforation by 
means of a tube, an “external duodenal fistula”’ 
being made. 

The peritoneal cavity should be cleansed gently. 
The fluid should be mopped up with sponges, with 














special attention to Morrison’s kidney pouch. 
Washing out of the peritoneum is not necessary and 
is, perhaps, dangerous. The advisability of drainage 
is decided by the condition present within the 
abdomen. In the author’s series there has been a 
decreasing tendency to drain. When the exudation 
is not shut off but is free among the coils of the 
intestines it cannot be adequately drained and must 
be dealt with by the peritoneum. The exudation 
formed may be a line of defense. A collection of pus 
in a cavity with walls made firm by lymph deposit 
needs draining because the walls do not collapse 
immediately after the pus is evacuated. When 
drainage was used in the cases reviewed it was 
_ established by rubber tubes without gauze. 

After drainage the patient was put in the Fowler 
position and injections of saline solution were given 
by the rectum. Fluid, such as water, whey, barley 
water, or albumin water, was given by mouth as 
soon as the vomiting ceased. The diet was gradually 
increased by the addition of milk, broths, beef tea, 
junket, jelly, etc. On the seventh or eighth day fish 
or chicken was allowed. An alkaline mixture was 
given three times daily. The details of 25 cases are 
reported. I. W. Bacu. 








Menghetti, S.: Seven Hundred Cases of Gastric 
and Duodenal Ulcer (Intorno a 700 casi di ulcera 
gastrica e duodenalec). Riforma med., 1921. XXxvii, 
£3t. P 

Menghetti refers to 7oo cases of gastric and 
duodenal ulcer observed and treated on Pauchet’s 
service at Amiens and Paris. The mortality in 
cases of duodenal ulcer treated by Pauchet by simple 
gastro-enterostomy or gastro-enterostomy with 
cauterization was !2 per cent and in those treated by 
pyloric exclusion and pvloroplasty, between 2 and 
3 per cent. The end-results show 90 to 95 per cent 
of definite and complete recoveries. In 3 or 4 per 
cent of the cases a secondary ulcer developed in the 
jejunum or the anastomosis when sutures other than 
catgut sutures were used. Jejunal ulcers which 
develop 1 or 2 cm. lower down in the jejunum—in 
its middle third—-are due to the hyperacidity of the 
stomach rather than to the suturing. 

In Pauchet’s cases of gastric ulcer the mortality 
was I per cent in those treated by Balfour’s opera- 
tion or gastro-enterostomy and 5 per cent in those 
treated by gastrectomy. The end-results of gastrec- 
tomy, however, are perfect. W. A. BRENNAN. 


Deaver, J. B., and Reimann, S. P.: The Surgical 
Treatment and the Pathology of Gastric and 
Duodenal Ulcer. Surg., Gynec. & Obst., tg2t, 
XXX1i, 103. 

Deaver has repeatedly stated that in his opinion 
ulcers which cause early symptoms and are treated 
early, especially in the acute stage, may be healed 
by medical treatment. Few ulcers, however, cause 
early symptoms recognizable as such. 

Excision remains the operation of choice in treat- 
ing ulcers surgically, but it cannot always be the 














GENERAL SURGERY — SURGERY OF THE ABDOMEN 453 


chosen method as much depends upon the location 
of the uicer, its size, the degree of involvement of the 
visceral coats, the extent of the induration, etc. 
Whenever possible, Deaver excises the ulcer with the 
knife or cautery. 

When the ulcer has not impaired the mechanism 
and the motility of the stomach to any great extent, 
simple excision without a posterior gastro-enteros- 
tomy will suffice. From the standpoint of ration- 
ality and subsequent freedom from symptoms, gas- 
tro-enterostomy is indicated in all cases presenting 
marked hyperacidity before operation. 

In a large percentage of cases ulcers at the pylorus 
demand pylorectomy. 

The authors describe the surgical treatment of 
ulcers on the lesser curvature near the pylorus, of 
large callous ulcers to the middle or to the left of 
the median line of the lesser curvature with exten- 
sive induration involving the walls of the stomach, 
and of ulcers on the anterior wall or posterior wall. 

The operation of choice for duodenal ulcer in the 
first portion is pylorectomy unless the ulcer is small, 
when excision will suffice. 

The authors’ pathologic study is based upon 143 
specimens, 48 from the stomach and 95 from the 
duodenum, which were typical of those described 
in the literature. 

Three points especially emphasized are the neces- 
sity for a careful analysis of the clinicopathologic 
findings and the importance of a very careful gross 
examination and judicious choice of several blocks 
of tissue for section to exclude carcinoma. 

E. C. RopirsHek. 


Mayo, C. H.: The Surgical Treatment of Peptic 
Ulcer. Chicago M. Rec., 1921, xliii, 41. 

Peptic ulcers occur in all races, in all climates, and 
apparently regardless of the type of food ingested. 
The roentgenographic and fluoroscopic findings, to- 
gether with the history, symptoms, and _ gastric 
tests make an accurate diagnosis possible in the 
majority of cases. Peptic ulcers are found in males 
three times as often as in females. According to the 
records of the Mayo Clinic, which show that from 
January, 1906. to January, 1920, there were 1,191 
operations for gastric ulcer and 4,532 operations for 
duodenal ulcer, the proportion of gastric to duodenal 
ulcer is about 1 to 4. In 203 cases of the series both 
gastric and duodenal ulcers were found in the same 
patient. During a five-year period 28 of 638 patients 
with gastric ulcer had multiple ulcers. 

Peptic ulcer is not due to trauma in the sense of 
injury. Rosenow’s work in which he caused the 
formation of definite gastric ulcers in animals by 
injecting into the circulation bacteria which were 
obtained from ulcers excised from human stomachs 
is most illuminating. Peptic ulcers occur only in the 
first part of the duodenum because the acid gastric 
contents passing into the duodenum are held above 
the common duct for neutralization in the area of 
Brunner’s glands so that alkaline digestion may be 
carried on lower down. Secondary gastrojejunal 
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ulcers occur more when 
sutures are used. 

Cannon has shown that the pylorus is held closed 
by acids; it may be said to be relaxed by alkalies. 
Gastro-enterostomy for the relief of ulcer lowers the 
general acidity and changes the chemical environ- 
ment of the ulcer area. The new opening overcomes 
the effects of the pyloric spasm, and the alkalies are 
utilized at the proper time to lower the acidity. All 


frequently permanent 


ulcers of the duodenum which bleed should be 
destroyed or the vessels should be ligated. 

When a gastro-enterostomy is performed the 
jejunum should not be reversed or twisted. The 


operation is done for obstruction or for ulcer; if one 
or the other of these conditions is not present, the 
patient is made worse by the procedure. If the 
operation is indicated, it should give quick and 
permanent relief. The Mayo Clinic mortality in 
uncomplicated cases is approximately 1.76 per cent. 

Gastric ulcers may develop into cancers, but 
duodenal ulcers do not; hence the former should be 
destroyed by the cautery, the Balfour method, or 
excision. 

The surgical treatment of ulcer of the stomach or 
duodenum is strongly urged as this method carries 
less risk than the disease, treated or untreated, and 
does away with the prolonged care which is neces- 
sary in medical treatment. C. F. ANDREWS. 


Broders, A. C., and Mahle, A. E.: Primary Lympho- 
sarcoma of the Stomach; A Report of Twelve 
Cases. J. Lab. & Clin. Med., 1921, vi, 249. 

Primary lymphosarcoma of the stomach as com- 
pared with carcinoma of the stomach occurs in the 
proportion of 1 to 68 according to the records of the 
Mayo Clinic. Only a few cases are reported in the 
literature. 

The authors report 12 cases observed at the 
Mayo Clinic from January, 1913, to December, 1920, 
with an average duration of symptoms of 6.08 
months. Eleven patients gave a history of loss of 
weight; 9, of pain; 7, of vomiting; and 2, of bleed- 
ing; 2 had histories suggestive of previous ulcer. 
The average age of the patients was 46. The youngest 
patient was 16 and the oldest 62. Eleven were 
males. 

In 7 cases the condition was diagnosed clinically 
as carcinoma; in 1, as ulcer; in 1, as abdominal 
tumor, probably inflammatory; in 1, as a lesion of 
the stomach, probably malignant; in 1, as pyloric 
obstruction; and in 1, as an upper abdominal tumor, 
probably of the pancreas. 

Resection was performed in 6 cases and in the 
other 6 the condition was found to be inoperable on 
exploration. The neoplasms were located for the 
most part in the pyloric portion. 

On section, the rolled-edge border of the neoplasm 
with its raised surface lying in the folds of the nor- 
mal mucosa presents the appearance of a mushroom. 
The surface may or may not be ulcerated. On sec- 
tion, it is fairly soft and resilient and of a pale straw 
color; it is limited largely to the mucosa, but here 
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and there invades the musculature. In 1 case the 
growth appeared to extend directly through the 
muscle and serosa and into the gastrocolic omentum. 
The surrounding lymph nodes were also extensively 
involved. 

On microscopic examination the tumor cells 
massed about the glands of the gastric mucosa are 
found to involve the entire space of the submucosa 
and to extend down between the muscle fibers. The 
cells largely resemble those of the germ center with 
areas of lymphocytes scattered here and there. 
The tissue is recognizedly lymphoid, but the absence 
of germ centers and the fact that with the exception 
of a few lymphocytes, the entire section is but a 
homogeneous structureless mass of cells, are particu- 
larly striking. In 2 of the 6 cases in which resection 
was done the lymph nodes were involved, and in 1 
the serosa. In 4 of the 6 inoperable cases the adja- 
cent !ymph nodes were involved. 

Two of the 6 patients who had resections died of 
peritonitis. One died four months after the opera- 
tion with a recurrence in the lower bowel, the liver, 
and the remaining portion of the stomach. One 
returned five months after the operation weighing 
20 Ib. less and with a mass in the left epigastrium, 
probably a recurrence. Another returned in seven 
months with an apparent recurrence. One was 
operated on too recently to warrant conclusions. 
Four of the 6 patients whose condition was inoper- 
able are dead; they lived from six weeks to four 
months after the exploration. Two patients have 
not been traced. C. F. ANDREws. 


Morris, J. N.: Primary Round-Celled Sarcoma of 
the Stomach. Med. J. Australia, 1921, i, 66. 


The relative incidence of sarcoma in malignant 
tumors of the stomach is variously reported as 
from 1 to 8 per cent, but because a microscopic 
examination was not made, cases of sarcoma have 
probably been erroneously reported as carcinoma. 

Round-celled and spindle-celled forms of sarcoma 
predominate. The round-celled variety appears 
as a dense diffuse infiltration of the stomach wall 
projecting into the lumen and usually situated near 
the pylorus and along the greater curvature. It 
does not cause stenosis, but because of infiltration, 
it renders the stomach wall rigid and the pylorus 
patulous and interferes with the expulsive power of 
the antrum. The growth may invade the cesopha- 
gus and duodenum. Usually it is nodular but it can 
rarely be palpated. It is smaller, of more rapid 
growth, and shorter course than the spindle-celled 
variety and forms metastases earlier. 

The spindle-celled variety is less common than 
the round-celled variety. The growth is usually 
pedunculated and may become very large, forming 
a hard, movable polypoid mass. This may fill the 
greater part of the abominal cavity and may be mis- 
taken for some other abdominal condition. 

In both types of sarcoma metastases may be 
found in the peritoneum, spleen, liver, lungs, or sub- 
cutaneous tissue, but occur later than in carcinoma. 

















The symptoms are indefinite, but in the majority 
of the cases digestive disturbances are noted. Pain 
is the most constant symptom. Nausea and vomit- 
ing may be present but are not frequent. In about 
10 per cent of the cases vomiting occurs as a late 
symptom. Hemorrhage is rare in cases of the round- 
celled type, but occurs in 50 per cent of those of the 
spindle-celled variety. Anemia is not frequent. 
There may be considerable loss of weight but this 
is not a constant symptom. Gastric analyses are 
similar to those in cases of carcinoma. The disease 
is more common in women. 

The average age of incidence is 41.6 years. The 
diagnosis is generally based on the microscopic 
examination. Many reported cases were discovered 
postmortem. The prognosis varies with the dura- 
tion of the disease prior to operation and the charac- 
ter of the tumor. The average length of life after 
operation is twenty-eight months in cases of spindle- 
celled sarcoma and fifteen months in cases of the 
round-celled sarcoma. One case is reported. 

I. W. Bacu. 


Boit, H.: The Treatment of Ileus (Zur Behandlung 
des Ileus). Arch. f. klin. Chir., 1920, cxiii, 921. 


Boit emphasizes the necessity for thorough 
evacuation in ileus. Evacuation effected by means 
of puncture, opening of the loop of distended bowel, 
or massage of the bowel with the finger or the 
Dahlgren instrument is insufficient because only 
neighboring loops are evacuated. The Klapp 
suction method is satisfactory but requires several 
punctures of the bowel. 

In the surgical clinic at Koenigsberg the Moynihan 
tube has proved itself of value. This tube is intro- 
duced into the intestine through the incision wound 
and the bowel is stripped over it as far as the 
duodenojejunal flexure and downward to the as- 
cending and transverse colon. The outer end of the 
tube is then attached to a suction apparatus similar 
to the Pratt apparatus with the Bunsen bottle 
aspirator. Five-liter flasks are employed. As it 
was found that the thick fecal material frequently 
obstructed the tube, a larger tube with a diameter 
of 20 mm. was substituted for the tube used at first. 
This tube, which is 55 cm. long, is curved so that 
too great tension on the mesentery will be prevented 
when the last part of the small bowel is drawn over 
it. 

The portion of the bowel opened for the introduc- 
tion of the tube is walled off from the rest of the 
peritoneal cavity by the surgeon’s assistant. The 
operator himself manages the introduction of the 
tube after the bowel loop has been massaged empty 
and clamped off. As soon as the clamp is removed 
the suction must be begun. The first assistant leads 
the tube through the bowel. If the wall is sucked 
into the tube the negative pressure in the tube must 
be lessened. When the upper bowel has been com- 
pletely emptied in this manner the tube is withdrawn 
and directed downward, in some cases being inserted 
to the end of the colon. 
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In this manner the entire bowel may be emptied. 
In low obstruction in which it is necessary to empty 
the entire bowel the opening is made in the lower 
portion of the ileum. Mechanical injury of the bowel 
by this method has not been observed. Peristalsis 
usually sets in shortly after the evacuation. Im- 
mediately afterward the bowel has a bright red color. 
Evacuation by the method described must be 
considered a major procedure but when the patient is 
unable to withstand it the case is hopeless. 
HAGEMANN (Z). 


Flesch-Thebesius, M.: The Indication for Opera- 
tion in Ileus (Zur operativen Indikationsstellung 
beim Ileus). Zentralbl. f. Chir., 1920, xlvii, 1562. 


Autointoxication in ileus is proved by positive 
results in the two following tests: 

1. The double ring test. In Heller’s test, a white, 
clearly defined ring is formed just above the bound- 
ary line between the nitric acid and the urine and 
an albumin ring at the point where the two fluids 
touch. 

2. Animal experiment. If 1.5 c.cm. of the urine 
in a positive case is injected intraperitoneally into 
mice, the animals die after an hour or two, some- 
times after ten to twenty minutes. Normal urine 
used in the same way does not injure the animals. 

If both tests are negative, it proves that there is 
no intoxication and therefore no immediate danger. 
If only the ring test is positive it means that there 
is beginning intoxication; if both are positive a 
pronounced condition of intoxication is indicated. 

WEHL (Z). 


Neuberger, H.: Intermittent Ileus Due to a Mur- 
phy Button Thirteen and One-Half Years After 
Operation (Durch Murphy-Knopf bedingter inter- 
mittierender Ileus, 134 Jahre nach der Operation). 
Wien. klin. Wehnschr., 1920, xxxiii, 984. 


The patient was a man 56 years old who had an 
intermittent obstruction. For about six months 
this condition had been becoming more severe. The 
X-ray showed in the lower part of the abdomen on 
the left side a metallic foreign body the shape of a 
Murphy button. This was removed by operation. 
It lay in a diverticulum of the transverse colon near 
the splenic flexure. The button had been used in 
an operation performed thirteen and one-half years 
previously for the removal of a tumor of the colon. 

KONJETZNY (Z). 


Ingebrigtsen, R.: Entero-Anastomosis in the 
Treatment of Acute Intestinal Occlusion (De 
Ventero-anastomose dans le traitement de l’occlu- 
sion intestinale aigue). Acta chirurg. Scand., 1921, 
lili, 105. 

The author deals only with acute intestinal 
occlusion due to adhesions. It is dangerous to 
attempt to treat such a condition by removing the 
adhesions unless their removal is easy and can be 
effected under the most favorable conditions. The 
best method of treatment is entero-anastomosis. 
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The author has treated 7 cases by this method with 
6 recoveries and only 1 death. 

If the adhesions are easily accessible and can be 
easily detached without compromising the integrity 
of the intestinal wall this treatment is the simplest 
and most efficacious. If the intestinal wall is 
lacerated it must be resected. General detachment 
operations are usually not easy. The extensive 
adhesions following appendicitis are extremely 
difficult to detach and the danger of infection is 
great. In such cases the adhesions must be re- 
spected, a lateral entero-anastomosis being made 
outside them between a loop of small intestine and 
a collapsed loop as near the adhesions as possible. 
This method applied after a trocar puncture of the 
swollen loop overcomes the occlusion. 

The author’s cases were operated upon from three 
and one-half months to one and one-half years ago. 
Most of the patients have since been in excellent 
health. The excluded intestinal loop becomes 
deflated and relatively immobile, local circulation 
is facilitated, and inflammatory products are 


resorbed. There is no danger that the function of 
the excluded intestinal loop will be reduced. 

W. A. BRENNAN 
Bircher, E.: Enterostomy (Die [nterostomie). 


Schweiz. Rundschau f. Med., 1920, xx, 937. 


Among 1,600 cases of appendicitis in the author’s 
surgical section in recent years an enterostomy was 
necessary in 20. In Bircher’s opinion the indications 
for this operation are broader than is generally be- 
lieved; often no time should be lost in performing it. 

It should be used in cases of localized paralysis of 
the intestine; in general paralysis of the intestine 
the results are less satisfactory. Postoperative ileus 
following appendectomy or almost any other opera- 
tion may furnish an indication. It may be indicated 
also in cases not previously operated upon, such 
as cases of incarcerated hernia, ileus of unknown 
cause, volvulus, and ileus due to ascarides. 

The author usually chooses the most distended 
loop of intestine and sutures it to the right rectus 
(always under local anwsthesia). He then opens 
the intestine, inserts a trocar, and applies a dressing. 
The trocar is left in place about two days. 

In 60 per cent of the cases there is spontaneous 
healing of the fistula, but if it does not heal it is 
closed by operation under local anesthesia. 

GLAss (Z), 


Horsley, J. S.: Ulcer of the Jejunum Following 
Gastro-Enterostomy. J.Am.M.Ass., 1921, Ixxvi., 
354- 

Ulcer of the jejunum following gastro-enterostomy 
is caused by the gastro-enterostomy. A jejunal 
ulcer is rarely found except after gastro-enterostomy, 
but may occur after diseases which destroy the 
efficiency of the pyloric portion of the stomach or 
interfere with the normal character of the gastric 
or duodenal secretion. It has been known to occur 
also without any previous operation. 
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It seems probable that the theory ascribing the 
ulcer to the entrance of the acid gastric juice into 
the jejunum is correct. There is no viscus of the 
body in which we can permanently alter the physiol- 
ogy by changing from a strongly alkaline to an acid 
medium, or vice versa, without causing derange- 
ment of function. If the acidity of the gastric juice 
is greatly lowered, symptoms are usually produced 
even though the reaction is not changed to alka- 
linity. 

Balfour says, ‘‘ The best results after gastro-enter- 
ostomy occur when there is stenosis of the pylorus.” 
This clinical observation can be explained by the 
fact that in cicatricial stenosis of the pylorus no 
gastric juice enters the duodenum through the 
pylorus, the stomach contents being emptied en- 
tirely through the gastro-enterostomy stoma. Be- 
fore the gastro-enterostomy is performed the 
powerful contractions of the stomach force a meager 
amount of gastric contents through the stenosed 
pylorus, but after the gastro-enterostomy the stom- 
ach is able to empty itself easily without such 
strong contractions. Consequently, the stenosis 
becomes complete when the pylorus is not subjected 
to the pressure of strong peristalsis. Such pressure 
is impossible when there is a leak at the gastro-en- 
terostomy opening. Complete stenosis prevents 
the lowering of the alkalinity of the duodenal con- 
tents by the passage of gastric juice through the 
pylorus, and therefore the duodenal secretion is 
delivered at the stoma of the gastro-enterostomy 
with its maximum alkalinity. It then readily neu- 
tralizes the acidity of the gastric juice and protects 
the jejunum against the deleterious effects of the acid. 

The frequency of ulcers in the pyloric end of the 
stomach and in the adjacent duodenum has not 
been fully explained, though many theories have 
been advanced. Undoubtedly the chief cause of 
ulcers of the stomach and duodenum is sepsis, 
which probably comes, as Rosenow has so frequently 
demonstrated, from hematogenous infection due to 
streptococci. It is probable also that at the time of 
the origin of the ulcer the hematogenous infection pro- 
duces irritation or inflammation in the gall-bladder, 
appendix, pancreas, kidneys, and other organs. 

In ulcer of the jejunum the etiology appears to be 
different. The lesser causes of jejunal ulcer are 
too greatly emphasized. Non-absorbable sutures 
undoubtedly predispose to ulceration at the site of 
a gastro-enterostomy. The use of clamps and any 
unusual trauma, the turning in of too much tissue, 
and interference with the blood supply are all direct 
causes of jejunal ulcer. Even when these factors are 
eliminated, however, jejunal ulcer follows gastro- 
enterostomy, though in a smaller proportion of 
cases. 

A jejunal ulcer often forms around the margin 
of the gastro-enterostomy opening. This probably 
is due to the fact that the mucosa of the jejunum 
nearest this opening is least protected against the 
effects of the gastric juice. Its resistance, therefore. 
is lower. 

















The ulceration may occur where the current of 
gastric juice strikes the wall of the jejunum opposite 
the stoma. The author reports a case of this kind. 

If the physiology of the jejunum is upset by 
gastro-enterostomy, why is gastro-enterostomy gen- 
erally considered a satisfactory operation in cases of 
duodenal or gastric ulcer? The answer is that there 
is a distinct field for gastro-enterostomy, first, 
when, in the absence of hamorrhage, there is cicatri- 
cial stenosis of the pylorus and duodenum so marked 
that the duodenum cannot be restored to normal; 
second, when there is a subacute perforation of the 
duodenum with such extensive leucocytic infiltration 
that its walls will not hold sutures and stenosis is 
almost certain to occur; and third, when there is 
obstruction of the pylorus due to inoperable malig- 
nant growths. 

In most of the other cases, whether the ulcer is 
located in the body of the stomach or elsewhere, 
and when pyloric stenosis is confined to a narrow 
band of tissue, pyloroplasty is indicated. 

Some time ago the author described a new method 
of pyloroplasty. Since then he has made some im- 
provements in the technique. Instead of a single 
suture approximating the two ends of the incision, 
a second suture is placed not more than 4 in. above 
the first. These two sutures, when tied at the same 
time and held up, bring the anterior wall of the 
pylorus away from the posterior wall and at the 
same time make closure of the wound in the duo- 
denum easier than when only one suture is placed 
or the second suture is placed farther up. The 
second change in technique is that the second row 
of sutures is used merely to approximate the cut 
edges of the peritoneal and muscular coats. For- 
merly an effort was made to invert the tissue with 
this row. When this was done the third row of 
sutures, which also inverted tissue, made too much 
of alump. By merely approximating the cut edges 
with the second row of sutures and inverting the 
tissues with the third row, only a little of the edge 
of the incision is turned in and a smoother wound 
results. A mattress suture of fine tanned catgut is 
placed at the point of greatest tension after the three 
rows have been inserted, and with the long ends of 
this the omentum is brought up over the suture line. 

Horsley has performed 24 of these pyloroplasties 
since the first one in April, 1918. During this time 
he has performed 4 gastro-enterostomies, 1 Judd 
operation for duodenal ulcer 114 in. from the 
pylorus, and 2 pylorectomies. There were no 
deaths in the last 12 cases. G. W. Hocnrein. 


Denk, W.: The Etiology and Prophylaxis of Post- 
operative Jejunal Ulcer (Ueber Aetiologie und 
Prophylaxe des postoperativen Jejunalgeschwueres). 
Wien. klin. Wehnschr., 1921, XXxxiv, 2. 

Postoperative jejunal ulcer occurs chiefly in men, 
probably because of the effect of tobacco on the 
nervous system. It is particularly apt to appear 
after duodenal ulcers which cause stenosis. It may 
occur in the suture line of persistent silk sutures, 
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and is favored by the irritation of solid food passed 
down prematurely. It may be produced also by the 
use of intestinal clamps. 

Animal experiments have shown that injuries of 
the mucous membrane may lead to ulcers, but do 
not necessarily have this result. That chemical 
injury by the acid gastric juice is responsible is not 
very probable as ulcers have been observed even 
when the acid values were subnormal; moreover the 
small area of the ulcer as compared with the large 
area of intestinal mucous membrane over which the 
same gastric juice flows constitutes an argument 
against this theory. 

Recovery may occur after perforation of the ulcer 
into the large intestine. Stagnation in the region of 
the ulcer probably keeps up the ulceration. Ulcers 
may arise even when the pylorus is resected. The 
most important factor seems to be primary injury 
of the mucous membrane. The safest prophylaxis is 
Billroth’s No. 1 operation or extensive resection of 
the stomach. ScHuBErt (Z). 


Lehmann, H.: Inflammation of Meckel’s Diverti- 
culum (Zur Kenntnis der Entzuendung des Diverti- 
culum Meckelii). Wien. klin. Wehnschr., 1920, 
XXxxiii, 884. 

Perforating inflammations of Meckel’s diver- 
ticulum are rare. Like enterogenous appendicitis, 
they generally arise when there is some predisposing 
factor which tends to narrow the lumen. It is 
difficult to distinguish the condition from appen- 
dicitis; sometimes the two diseases are associated. 

A woman of 39 suddenly had severe abdominal 
pain. The abdomen was sensitive to pressure, 
especially on the left side and over the bladder. A 
diagnosis of appendicitis was made and an operation 
was performed. Diffuse peritonitis originating from 
an inflamed Meckel’s diverticulum was found. 
Sixty centimeters of the ileum containing the di- 
verticulum was resected. The patient recovered. 

The diverticulum originated in the anterior wall 
of the intestine near the insertion of the mesentery 
and lay close to the mesentery. In the middle an 
angular kink was formed by constriction. The 
peripheral portion was distended and showed severe 
inflammatory changes. A cord-like structure which 
was adherent to the root of the mesentery passed 
out from its tip. Microscopically the diverticulum 
showed the structure of the intestinal wall. The 
musculature of the wall next to the mesentery was 
very thin while that of the free wall was of normal 
thickness. The peripheral part showed phleg- 
monous infiltration; the mucous membrane had 
disappeared except for two small remnants, one of 
which contained a Brunner gland. 

The inequality in the strength of the muscles on 
the free and adherent sides caused curving and 
kinking of the diverticulum when the muscles con- 
tracted. This resulted in narrowing of the lumen 
which was still further increased by folds in the 
mucous membrane. The consequent retention re- 
sulted in inflammation. Koenic (Z). 
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Silvan, C.: Volvulus of the Cacum Due to Con- 
stricturing Membranous Pericolitis (Volvulo 
de! cieco de pericolite membranose stenosante). 
Riforma med., 1921, XXXVii, 104. 

The author reports and discusses the clinical his- 
tory of a man aged 59 years who came to the hospital 
with the diagnosis of peritonitis with probable 
gastric perforation. At operation the caecum was 
found to be enormously enlarged and distended, 
globular in form, and about the size of a boy’s head. 
Its lower pole was turned upward so that it occupied 
the umbilical and part of the epigastric regions. 
There were no adhesions but the organ was twisted 
twice on its longitudinal axis from right to left. It 
was easily untwisted and placed in its proper posi- 
tion in the iliac fossa; at the level of the ileocecal 
valve a defect in the mesentery was found. The 
ascending colon was in its normal position but 
empty and fixed and constricted about its origin 
by a thick membranous band about the width of 
four fingers which originated in the peritoneum of 
the posterolateral abdominal walls. When the colon 
was freed from the investing membrane its per- 
meability was at once re-established. 

This case is of interest because of the fact that 
there was double torsion of the cecum due to mem- 
branous pericolitis and because of the stenosis. The 
mechanism of the complication may be explained 
by the anomalous condition of the cecum which, 
being congenitally mobile, became gradually dis- 
tended following the stenosis of the initial portion 
of the colon. Because of the increased difficulty in 
the passage of the feces the stasis and distention 
were increased. Both this condition and the absence 
of an ileocecal mesentery resulted in the volvulus. 

The absence of important alterations in the cir- 
culation and nutrition of the cecal walls notwith- 
standing the double torsion is also a point worthy of 
special notice. 

After the removal of the pericolic membrane the 
membranous area was treated with camphorated 
oil to prevent the formation of new adhesions. In 
the author’s opinion the pericolic membrane was of 
inflammatory origin. 

Silvan concludes that this case is a contribution 
to our knowledge regarding membranous pericolitis, 
not only because it supports the theory attributing 
the origin of the lesions to inflammation, but also 
because it demonstrates the possibility of late and 
uncommon complications such as czcal stenosis and 
cecal volvulus. The syndrome suggesting an acute 
gastric affection was due no doubt to the displace- 
ment of the distended cecum in the upper part of 
the abdomen. W. A. BRENNAN, 


Caucci, A.: Transplanting the Heoczcal Valve (Il 
trapianto della valvola ileo-cecale). Policlin., 
Roma, 1921, xxviii, sez. prat., 186. 

The author reports the first results of experiments 
made on dogs in which he attempted to effect an 
end-to-side implantation of the ileum into the colon 
with preservation of the ileocecal valve. He excised 
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a5 mm. cuff from the cecum near the ileum, resected 
the cecum, and closed the end of the colon. He then 
made an end-to-side implantation of the extremity 
of the ileum into the descending colon, suturing on 
the cuff. 

The results were controlled by rectal injections of 
water under pressure and by the X-ray. In 5 
surviving animals it was found that the transplanted 
ileoceecal valve preserved its continence even under 
considerable pressure. In the cadaver the con- 
tinence was less. In the first weeks there was often 
paralysis of the valvular sphincter. Section of the 
small intestine and of the mesentery a little above 
the termination of the colon produced valvular in- 
continence. The experiments are being continued. 

W. A. BRENNAN, 


Rosenberg, M.: Incarceration of the Non-In- 
flamed Appendix (Ueber [Incarceration des nicht 
entzuendeten Wurmfortsatzes). Deutsche med. 
Wchunschr., 1920, xlvi, 1360. 

The author reports two cases of incarceration of 
the appendix, one caused by a fall, the other by 
asthmatic attacks of coughing. Both patients had 
had a rupture for years but had never experienced 
any serious trouble from it. Therefore it is to be 
presumed that the incarceration was due to this 
condition rather than to inflammation of the 
appendix. 

The author agrees with Koertes that a healthy 
appendix may become incarcerated and then may 
become gangrenous solely as a result of incarceration. 
In the first case reported an operation was performed 
at once. The appendix, bluish-red in color, was 
found incarcerated in the hernial sac just below 
its middle point. As soon as the ring was cut, it 
was easily drawn out and excised. 

In the second case reposition was made two days 
before the operation, but the patient complained of 
pain in the abdomen and nausea and began to vomit. 
There was resistance above the right inguinal ring, 
and in the inguinal region there was an irreducible 
tumor almost as large as a hen’s egg. After the 
ring was cut, the appendix, which was bluish black 
and showed necrosis at the tip, was drawn out and 
removed. 

Though in both these cases the appendix was 
removed, Rosenberg disagrees with Moser and 
Gelpke who have stated that the appendix should 
be removed at every operation for right inguinal 
hernia. While a skilled surgeon can remove the 
appendix through an incision for hernia, even when 
the anatomical conditions are complicated, to do 
so it is necessary to operate in the dark, which is 
not according to good surgical principles. Such 
difficulties may be met that it may be necessary to 
give the operation up; old encapsulated abscesses 
may be ruptured or there may be firm adhesions. 
Rosenberg does not advise looking for the appendix 
after opening a right inguinal hernia] sac, but 
believes that it should be removed when it lies in 
the sac. WoHLEMER (Z). 

















Gerlach, P.: The Difference Between True Car- 
cinoma of the Appendix and the So-called 
“Carcinoids’’ of the Appendix (Ueber die Ab- 
grenzung der echten Carcinome des Wurmfortsatzes 
von den sogenannten ‘‘Carcinoiden’’ oder “kleinen 
Appendixcarcinomen”’). Frankfurt. Ztschr. f. Path., 
1920, XXiV, 515. 


Gerlach warns against the assumption that all 
epithelial new-growths of the appendix are car- 
cinomata, stating that they may be classified as 
true carcinomata and ‘‘choristomata.’’ The former 
are rare, show all the characteristics of an ordinary 
intestinal cancer, including destructive infiltrating 
growth with the formation of metastases and recur- 
rence, and are found only at the age when carcinoma 
is prevalent. 

The choristomata, formerly and less appropriately 
called “‘carcinoids,” are benign, occur as a rule in 
young persons, never exceed a certain size, never 
show metastases or recurrences, and in their histo- 
logical structure are different from true carcinomata 
which probably originate from displaced embryonic 
fragments. Choristomata of the appendix are not 
early stages of true carcinoma. 

Gerlach does not state whether choristomata are 
due to a previous recurrent inflammation or are to 
be regarded as the cause of attacks of appendicitis. 

Brief reports of three cases, one of true carcinoma 
and two of choristomata, are given. Harms (Z). 


Lockhart-Mummery, J. P.: The Operative Treat- 
ment of Prolapse (Procidentia) of the Rectum 
in Adults. Proc. Roy. Soc. Med., Lond., 1921, xiv, 


Sect. Surg., 72. 


The operation described in this article is performed 
as follows: 

The rectum and the skin of the perineum and 
buttocks are first cleansed thoroughly with ether 
soap and lysol solution and then with 75 per cent 
alcohol and picric acid. The prolapse having been 
returned, gauze is placed in the rectum to prevent 
leakage during the operation. A transverse incision 
about 214 in. long is made midway between the tip 
of the coccyx and the posterior margin of the anus 
and is deepened until the connective tissue between 
the rectum and the sacrum is opened. By blunt dis- 
section or with the gloved fingers this space is opened 
as high up as possible and laterally until the rectum 
has been freed thoroughly at the back and sides. 

The whole space thus opened is then lightly packed 
with sterilized vaseline gauze tape. This tape is 
2 in. wide and has a sewed edge which prevents 
fraying. A very considerable amount of it is used, 
but the object is to get it as flat as possible in order 
to block the rectum, not merely to fill the pelvis 
with it. In some cases as much as 4o yd. has been 
used. The end of the gauze is left protruding from 
the wound and if more than one piece is used (as is 
usually the case) all the ends are firmly tied together 
at the finish. 

The next step is the restoration of the anus. The 
choice of operation for this purpose must depend 
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upon the condition to be dealt with. The author 
usually extends the ends of the first incision forward 
on each side to about half way between the anterior 
and posterior margins of the anal orifice. The flap 
thus formed is dissected up so as to expose the pos- 
terior half of the external sphincter. This muscle 
is then carefully defined and the lateral portions 
are sewed together from behind forward until the 
anal orifice is narrowed to the extent considered 
desirable. 

No. 1 catgut is used for the stitches; it is not 
pulled tight enough to cut through the muscle fibers, 
but just to bring the sides of the sphincter into close 
contact. Supporting sutures are then put in, and 
the flap is loosely stitched back in position, room 
being left for the removal of the gauze packing later. 
A short tube is placed in the rectum to prevent pro- 
lapse in case the patient strains on coming out of the 
influence of the anesthetic, and the whole perineum 
is covered with sterilized dressings. 

The wound is dressed twice daily with fresh 
dressings, but the packing is not removed for a week. 
At the end of this time an anesthetic is given, all 
packing is removed, and a fresh lot of gauze is intro- 
duced. This is again left in for five days or a week. 
On its removal no fresh gauze is introduced, but a 
drainage tube is placed in the cavity which re- 
mains. 

The wound is not allowed to heal under three 
weeks; in fact, the more slowly it heals the better 
the result. The bowels are kept confined until the 
seventh day after operation, when they are relieved 
by an enema before the removal of the packing. 
After this they are opened daily with an enema, a 
slipper bedpan being used. 

The patient is not allowed out of bed for six 
weeks, and is not permitted to sit up for an action 
of the bowels for at least two months. 

Because of the large area of cellular tissue opened 
up it is most important that there should be no 
sepsis at the time of the operation. Sepsis is almost 
certain to occur later after the removal of the pack- 
ing, but is then desirable as the more slowly the 
wound heals and the greater the amount of fibrous 
tissue involved, the better the result. 

I. C. RoBITSHEK. 


Smith, R. R.: Carcinoma of the Rectum and 
Sigmoid. J. Michigan State M. Soc., 1921, xx, 1. 


In spite of the fact that the surgical treatment of 
carcinoma of the lower bowel has been elaborated 
to a high degree of perfection and offers today excel- 
lent results when the disease is recognized early, 
patients with this condition are coming to the 
surgeon but little earlier than ten years ago. 

In the author’s experience the failure of the 
practitioner to act promptly has been due, first, to 
a lack of knowledge regarding the early symptoms, 
and second, to his hesitancy to make rectal examina- 
tions. 

It is well to bear in mind that carcinoma of the 
rectum itself rarely produces obstruction, even in 
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the early stages, whereas obstruction is usually an 
early symptom when a cancer is situated higher up. 
Bleeding is usually the first evidence of the disease, 
but since it is a common sign of hemorrhoids, its 
significance is often misinterpreted. 

In carcinoma of the sigmoid (or rectosigmoid) 
the earliest symptom is usually obstruction. It is 
surprising how much the lumen of the gut is some- 
times narrowed before pain or other disturbance 
of function is produced. Slight cramp-like pain 
in the abdomen occurring constantly or frequently 
should call for an examination. An _ interesting 
symptom is diarrhoea, occurring especially in the 
morning. 

If the growth is at the anal opening and lower 
than the internal sphincter—a condition which is 
comparatively rare—the removal of the lower end 
of the rectum with the adjacent skin and the in- 
guinal glands on both sides is the operation of 
choice. If the growth is well within the rectum but 
still limited to the lower 3 in., the removal of all the 
rectum is indicated, the lower end of the sigmoid 
being brought to the end of the sacrum. 

When the growth is at the rectosigmoidal junc- 
ture the preservation of the lower end of the rectum 
with the natural anus is allowable and a choice may 
be made from a number of procedures. It may be 
approached from above and, after an examination 
to discover metastases in the abdomen, the surgeon 
may proceed to free the lower sigmoid with the 
growth from its peritoneal attachments. He then 
may remove it well below the growth and, after in- 
serting a large tube in the proximal end of the gut 
and passing it out through the anus, make an anasto- 
mosis of the ends. 

When the growth is well up in the sigmoid and 
it can be freed and brought through the incision, 
an ideal procedure as far as safety is concerned 
consists in uniting the upper and lower limbs of the 
gut by suture, closing the abdomen so that the 
growth protrudes from it and removing the growth 
with the scissors in a week or ten days. Long forceps 
are then passed into the bowel, one blade in either 
limb, and clamped. H. A. McKnicur. 


Miles, W. E.: How Soon Should Colostomy be Per- 
formed in Cases of Cancer of the Rectum 
Which Are Inoperable? Proc. Roy. Soc. Med., 
Lond., 1921, xiv, Sect. Surg., 66. 


During the progress of carcinoma at the recto- 
sigmoid juncture it is not possible to predict when 
the comnlications may arise. Therefore the author 
believes it is much the safer plan to perform a 
colostomy as a preventive measure at the earliest 
possible moment. 

When the growth is situated in the ampulla of 
the rectum colostomy should not be postponed 
until the signs of obstruction are impending. Ra- 
dium and diathermy should not be employed in the 
rectum until the flow of feces over the surface to 
be acted upon has been diverted by means of a 
preliminary colostomy. 
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When the growth involves the anal canal, colos- 
tomy gives complete relief, especially if it is com- 
bined with linear proctotomy. 

The method which the author has found most 
successful in the creation of a spur consists in pass- 
ing a stout silk ligature so as to include the whole 
width of the mesentery of the protruded loop and 
anchoring it to the skin on the mesial aspect of the 
wound. E. C. RopirsHEK. 


Lyth, J. C.: The Cure of Hemorrhoids without 
Operation. Brit. M.J., 1921, i, 265. 


The author makes no distinction between internal 
and external hemorrhoids. He states that the 
potential number of hemorrhoids is eight but this 
number is rarely seen. The critical period is when 
a pile is passing from the inside to the outside of the 
anus. As long as it is inside it does little harm. 
When it comes out permanently, it may produce 
pain, hemorrhage, and irritation, and is liable to 
thrombosis and suppuration. 

Operation is not always successful. As a rule the 
external hemorrhoids and the more prominent of 
those which are internal are removed. If they do 
not recur this fact is probably due to the advice 
given the patient by the surgeon at the time of the 
operation reinforced by the expense, trouble, and 
pain of the operation. 

Hemorrhoids can be cured or rather made in- 
nocuous by changing the turgid mucus-covered and 
tender varix into a skin-covered excrescence and 
preventing the prolapse of other hemorrhoids. 
This may be accomplished by inducing bowel move- 
ment at the time of retirement, preventing loose 
actions by careful and discreet use of aperients, 
and applying calamine powder on a sanitary wool 
gauze pad held in place by tapes tied around the 
waist. The pad should be changed in the morning. 
If calamine causes discomfort during the day, ham- 
amelis or other ointment may be substituted. 

After two or three weeks the hemorrhoids will 
be sufficiently dried, shrunken, and painless so that 
the daily pad may be dispensed with. In a period 
of similar length the nocturnal pad may be omitted. 
The patient should continue to have a bowel move- 
ment at night, and calamine and a pad should 
always be available in case of further trouble. 

Operation is usually unnecessary and rarely jus- 
tifiable since the alternative suggested is inexpensive, 
without danger, and usually successful. 

M. R. Poon. 


LIVER, GALL-BLADDER, PANCREAS, 
AND SPLEEN 


Martens, E.: The Roentgen Study of the Arteries 
of the Liver (Roentgenologische Studien zur arteri- 
ellen Gefaessversorgung in der Leber). Arch. f. 
klin. Chir., 1920, Cxiv, Toot. 

For the roentgen demonstration of the arterial 
supply of the liver Martens laid the vessels bare 
and injected the contrast solution into one of the 

















arteries. This solution consisted of a 5 per cent 
collargol solution with 15 gm. of bismuth sub- 
carbonate added to every 250 c.cm. His interesting 
experiments led to the following findings: 

In a certain percentage of cases the branches of 
the hepatic artery are to be regarded as functional 
end arteries. Under all circumstances fine anasto- 
moses between the two arteries of the liver are 
formed between the terminal branches within the 
liver or through the arteries of the capsule. Some 
of the cases showed within the liver and close to the 
hilum typical large vascular arches between the 
right and left branches. 

The distribution of the arteries of the liver does 
not correspond to its anatomical division into lobes. 
The quadrate lobe is supplied chiefly by a typical 
arched vessel springing from the left branch. It has 
very little supply from the right branch. The 
caudate lobe is supplied by both the right and left 
branches, but chiefly by the right. These condi- 
tions should be taken into consideration in resect- 
ing a lobe. 

The conditions found are shown in several roentgen 
plates and schematic drawings. NorDMANN (Z). 


Branham, J. H.: Some Interesting Surgical Con- 
ditions of the Liver and Biliary Tract. Am. J. 
Obst. & Gynec., 1921, i, 331- 


According to Branham, a healthy gall-bladder 
should never be removed or subjected to operation. 
When there are symptoms sufficiently severe to 
demand operation the organ is usually so diseased 
that it is of little or no value and constitutes a 
menace to future health. 

Cholecystostomy today shows a higher mortality 
rate than a few years ago. This is because it is now 
done in extreme cases of severe infection of the gall- 
bladder with complications. 

Re-operations in gall-bladder disease are neces- 
sitated by recurrence of stones or by the formation 
of adhesions or fistula. Stones are much more com- 
mon after cholecystostomy, but may be formed in 
the ducts after cholecystectomy. Adhesions of such 
a character as to necessitate re-operation because 
of pain or interference with the mobility of the 
stomach or intestines are formed usually in severe 
cases in which there is suppurative peritonitis and 
long-continued drainage is necessary. In a given 
case of gall-stones or cholecystitis, adhesions should 
not be more frequent or severe after removal of the 
gall-bladder than after drainage, provided the 
removal is done carefully. 

For several years Branham has operated by a 
method which is practically subperitoneal and which 
he describes briefly as follows: 

After the abdomen is opened the ducts and neigh- 
boring organs are carefully examined; this can 
usually be done by palpation. If the disease is 
confined to the gall-bladder, an oval incision is made 
over the lower anterior surface of the organ and 
the peritoneal coat is dissected from the deeper 
tissues. When the duct is reached it can always be 


GENERAL SURGERY — SURGERY OF THE ABDOMEN 








4601 


recognized by the well-marked sphincter. A con- 
siderable margin of the peritoneal coat is left at the 
liver attachment. The duct is severed and, after it 
has been explored and emptied of stones, etc., a 
large catheter is fastened to it with a twenty-day 
catgut suture. The peritoneal coat from each side 
is stitched together and then to the ventral peri- 
toneum. This leaves the catheter outside the peri- 
toneal cavity and gives a smooth serous surface 
to cover the entire wound and prevent the forma- 
tion of adhesions. By confining the incision to the 
accessible part of the organ, the suturing is made 
easier. In most cases a small cigarette drain left 
inserted for one or two days is all that is necessary. 
Operations performed in this way are rarely fol- 
lowed by adhesions and usually leave the patient in 
good condition. 

Fistula necessitating re-operation open from the 
gall-bladder or ducts into the small intestine, the 
colon, or the stomach. When the adhesions are very 
dense and extensive, gastro-enterostomy gives the 
best permanent relief. Re-operation may be made 
necessary also by failure of the drainage tract to 
close. In most cases this is due to obstruction by 
stones or stricture. M. I. MALoney. 


McWhorter, G. L.: The Surgical Significance of 
the Common Bile-Duct Sphincter. Surz., 
Gynec. & Obst., 1921, xxxii, 124. 

In a study of the sphincter action and surgical 
procedures to facilitate bile drainage, the author 
performed operative experiments on 45 dogs. His 
conclusions are as follows: 

1. Stasis of the bile should be prevented by pro- 
per diet, exercise, and dress. 

2. Physiological drainage of bile by means of a 
straight or T tube through the sphincter may be 
of value in certain diseases of the bile tracts in which 
bile is needed in the system or as a means of insti- 
tuting duodenal infusion. 

3. Diminution of sphincter action may be ob- 
tained surgically by cutting, dilating, or putting a 
tube through the sphincter. 

4. Themechanics of bile drainage is important and 
recovery is dependent upon its proper application. 

5. Primary suture of the common duct is apt to 
break in the presence of obstruction lower down 
or when there is a disturbance of the local blood 
supply. An abdominal drain should be inserted 
for a safety valve. 

6. The sphincter normally guards the bile ducts 
from ascending parasites, foreign bodies, and infec- 
tions. In certain disease or anatomical conditions 
of the bile passages, and possibly also of the pan- 
creas, a diminution of its action may be desirable. 

I. C. RoBITSHEK. 

Judd, E.S.: Cysts of the Pancreas. Minnesota Med., 
1921, lv, 75. 

It is a generally accepted theory that pancreatic 
cysts follow chronic pancreatitis. Scar formation 
may produce obstruction to the ducts. Judd 
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attempted to verify Archibald’s theory that the 
inflammation is due to the entrance of bile into the 
pancreatic duct but in several cases he tested the 
cystic contents for bile without success. 

The author reports a series of 41 cases of pancre- 
atic cysts operated on at the Mayo Clinic. In3, the 
cyst was found at operation for some other condition, 
and in many others the surgeon had difficulty in 
determining its relationship to other structures and 
whether it was a true cyst or a pseudocyst. A few 
cysts may undergo malignant degeneration, but 
only 2 in the author’s series were malignant or asso- 
ciated with malignancy. Hydatid cysts of the pan- 
creas are rare. Congenital cystic disease of this 
gland ray be associated with the same condition 
in the liver and kidney. One patient who was past 
50 years of age and without symptoms was found 
to have this condition. The cysts in the liver were 
drained on two occasions about two years apart. 
One true hemorrhagic cyst was found soon after 
confinement, although there was no history of trau- 
ma. Cysts which follow hemorrhage into the 
pancreas usually do not have an epithelial lin- 
ing. 

The formation of pseudocysts is attributed to ab- 
normal action of the pancreatic fluid. Such cysts have 
thick fibrous walls without epithelium, usually 
present high in the abdomen, and may be associated 
with a collection of fluid in the lesser peritoneal 
cavity. The fluid content of true pancreatic cysts 
may be light-colored and viscid, but it is more often 
dark because of the presence of old blood, or red 
because of the presence of fresh blood. It may con- 
tain epithelial cells, fat, crystals of bile pigment, 
cholesterin, blood cells, and necrotic tissue. The 
origin of the cyst may be indicated by the presence 
of pancreatic enzymes. 

Clinically pancreatic cysts may occur at any age; 
in the Mayo Clinic series they occurred between the 
ages of 21 and 68. The tumor presents as a rounded 
or oval semi-fluctuating mass at the umbilicus, in 
the midline above it, or just to the left of the mid- 
line. They vary greatly in size and usually are fixed, 
but may be movable if located in the tail of the 
pancreas. As the cysts enlarge, they grow forward, 
usually between the stomach and colon, but may 
present above the stomach or between the layers of 
the transverse mesocolon. 

The symptoms are usually due to pressure on sur- 
rounding organs, such as the diaphragm, the colon, 
the bile ducts, or the stomach. In the cases re- 
viewed their duration varied from three weeks to 
twenty-five years. Indigestion and vomiting are 
sometimes due to the associated pancreatitis. Gly- 
cosuria and diabetes apparently follow chronic pan- 
creatitis. Pain and loss of weight were marked in 
some of the cases reviewed. Disease of the gall- 
bladder was frequently an associated condition; 
stones were found in 12 instances and a definite 
cholecystitis was present in 2. Three other patients 


had had previous operations elsewhere for gall- 
stones. 


Two patients who had diabetes at the time 
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of operation died in coma about one year later; 
another developed diabetes after operation; and 4 
others had sugar in the urine which cleared up under 
treatment. 

Diagnosis is often doubtful and in many cases is 
impossible until an exploration is made. Mesenteric 
and ovarian cysts and splenic, renal, and retro- 
peritoneal tumors must be differentiated. Experi- 
ence is valuable as some tumors may be distinguished 
by palpation.. The X-ray is of value in eliminating 
other lesions. 

Enucleation is the ideal treatment, but may be 
impossible on account of adhesions and hemorrhage. 
If too much pancreas is removed diabetes may fol- 
low. Often it is advisable to drain the cyst after 
suturing its wall to the parietal peritoneum or pro- 
tecting the viscera with gauze packs. Drainage, 
which is usually prolonged, may be irritating to the 
tissues, and continues until the lining membrane has 
been destroyed. The cysts may be multiple or the 
drainage tract may close prematurely, necessitating 
two or more operations. Drainage was effected in 
31 cases, the lining membrane was enucleated in 3, 
and the cyst entirely removed in 5. 

In the 41 cases there was no death from operation. 
Extensive fat necrosis, a chemical change, was found 
in some instances, but there was no evidence of peri- 
tonitis in any case. Two patients died one month 
following the operation. Necropsy showed carci- 
noma of the pancreas and liver in one, and in the 
other, an alcoholic subject, an acute on a chronic 
nephritis. Another patient had an acute hemor- 
rhagic pancreatitis with multiple cysts. The cysts 
were drained, but the severe pain and vomiting con- 
tinued. Five weeks later an enterostomy was made 
for feeding, but shortly afterward the patient died 
and necropsy showed a hemorrhagic pancreatitis 
involving nearly the entire organ, marked fat necro- 
sis, and acute yellow atrophy of the liver. In all 
the other cases, except a few recent ones in which 
drainage is still continuing, all symptoms have 
abated and drainage has apparently effected a com- 
plete cure. MERLE R. Hoon. 


Hofmann, A.: Extirpation of Two-Thirds of the 
Pancreas in Acute Haemorrhagic Pancreatitis 
(Exstirpation von zwei Drittel Bauchspeicheldruese 
bei akuter haemorrhagischer Pankreatitis). Arch. 
f. klin. Chir., 1920, cxiv, 1041. 

In a case of acute hemorrhagic pancreatitis the 
author removed the tail of the pancreas which 
showed a hemorrhagic infarct. After splitting the 
gastrocolic ligament he passed his fingers gradually 
around the upper and lower edges of the pancreas, 
dissected the diseased part of the gland free on all 
sides, and removed it after placing a double ligature 
between the diseased portion and the normal head of 
the pancreas. Although the patient withstood the 
operation and at first improved, he died of heart 
failure. 

This case proves that it is comparatively easy to 
remove the necrotic tail of the pancreas. In some 

















cases the procedure may be the means of saving 
life as the prognosis of acute pancreatitis without 
operation is very poor. GANG (Z). 


Chand, G.: Complete Extirpation of Pancreas 
with Absence of Glycosuria. JIJndian M. Gaz., 
1921, lvi, 6. 

Chand reports an interesting case of extirpation 
of the pancreas with absence of glycosuria. The 
patient, a child 2 years old, was brought to the 
hospital July 4, 1919, with a globular, smooth, tense, 
and painless swelling in the middle of the abdomen. 
This swelling was dull on percussion but a thrill 
could be obtained. The tumor was about the size 
of a small cocoanut. The child had had occasional 
attacks of intermittent vomiting and diarrheea. 
Its nutrition was but little affected. The duration 
of the complaint was six months. 

On July 5 an exploratory incision was made in 
the median line over the tumor. When the peritoneal 
cavity was opened a cystic tumor was found. This 
was tapped and about 10 oz. of clear watery fluid 
were withdrawn. The cyst was so closely connected 
to the pancreas that it was impossible to remove it 
without removing the pancreas also. The primary 
incision was therefore enlarged, the vessels were 
ligated, and both the cyst and the pancreas were 
resected. Very little blood was lost. The wound 
was closed without drainage. 

The wound healed by first intention and the child 
was discharged cured July 20, rg19. 

The urine was examined before and after the 
operation, but no trace of sugar was detected. 

The child was still living at the time the case was 
reported and its urine was still free from sugar 
although the chief part of its diet consisted of 
carbohydrates. 
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Pathologic examination of the specimen showed 
the cyst to be rather thin-walled and its interior 
smooth and free from outgrowth of any sort. The 
pancreas appeared to have been removed in its 
entirety, but as at one end a cut surface was found 
it is possible that a small portion may have been 
left. M. I. MAIoney. 


Keisman, M.: Splenic Thrombopenia (Frank’s 
Essential Thrombopenia) Haemorrhagic 
Diathesis; Cure effected by Extirpation of the 
Spleen; Gaucher’s Splenomegaly; Remarks 
on the Function of the Spleen (Splenogene 
Thrombopenie (Essentielle Thrombopenie Frank); 
haemorrhagische Diathese; Heilung durch Milzex- 
stirpation; Splenomegalie Typus Gaucher; Bemer- 
kungen zur Milzfunktion). Med. Klin., 1921, 
XVii, 72. 

Good results from the removal of the spleen in 
various blood diseases have often been reported but 
are rare in splenic thrombopenia with hemorrhagic 
diathesis. The author adds another case to those 
reported by Katznelson, Beneke, Schluter, and 
Ehrenberg. 

A 17-year-old girl, very poorly developed, who 
had suffered for years from hypertrophy of the 
spleen and liver and thrombopenia, suddenly devel- 
oped very threatening and rapidly increasing symp- 
toms of hemorrhagic diathesis. 

The spleen was removed. Within a year all the 
symptoms disappeared, the body weight became 
normal, the patient developed so that her appear- 
ance corresponded to her age, and menstruation 
began. 

This disease is due to a disturbance of the 
physiological function of the spleen; it is a ‘“‘dys- 
function.” Simon (Z). 


SURGERY OF THE EXTREMITIES 


DISEASES OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


Chelmonski, A.: Alimentary Bone Disease (Mala- 
die alimentaire des os; osteoporosis alimentaria). 
Presse méd., Par., 1921, xxix, 115. 

During the famine in Poland in the recent war a 
new disease of the bones was observed. This was of 
two types. The first was characterized by pain in 
certain bones, notably the ribs, the sacral bone, and 
occasionally the vertebra. The pains were sponta- 
neous or evoked on pressure. The bones involved 
were flexible and fragile and X-ray examination 
showed a diminution of calcareous salts. Autopsy 
demonstrated osteoporosis. This type was usually a 
secondary process, a complication of other diseases, 
especially tuberculosis. In the patient’s appearance 
general inanition was evident. The cause was lack 
of food in general as well as of certain elements in the 
food. This form of osteoporosis may be termed 
“simple alimentary atrophy of the bones” or 
“‘osteoporosis.” 


The second type of osteoporosis of alimentary 
origin resembled osteomalacia. It developed pro- 
gressively, most frequently in women of middle age, 
and was characterized by pain in the legs, sacral 
bone, and thorax associated with, or followed by, 
progressive paresis of the lower extremities. The 
patient waddled like a duck. The paresis was not 
due entirely to the pain, being dependant equally 
upon weakening of the muscles. The nutrition of 
the patient with this condition was good or even 
excellent, but the X-ray examination showed a 
more or less high degree of decalcification of the 
pelvic bones and os sacrum. This condition the 
author calls “pseudo-paretic osteoporosis’ or 
‘*pseudo-alimentary osteomalacia.” 

The differential diagnosis of the second type from 
true osteomalacia is based on the following facts: 

1. In Poland osteomalacia is very rare, but just 
now pseudo-paretic osteoporosis is very common. 

2. Osteomalacia is usually associated with preg- 
nancy and labor, while pseudo-paretic osteomalacia 
is in no way related to these two conditions. 
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3. The general aspect of the patient with true 
osteomalacia is cachectic; in pseudo-osteomalacia 
it is good. 

4. In pseudo-paretic osteomalacia there is no 
pelvic deformity. 

5. Osteomalacia attacks the rich as well as the 
poor; pseudo-paretic osteomalacia attacks only those 
whose nutrition is poor. 

6. In osteomalacia the prognosis is poor while in 
pseudo-paretic osteoporosis it is usually good. 

The reaction of the bones to insufficient nourish- 
ment is variously manifested in different persons, 
and in the same family different types and degrees of 
the disease may be observed. W. A. BRENNAN. 


Stewart, J. P.: A Clinical Lecture on Muscle 
Tonus, Tonic Rigidity, and Tonic Fits. Brit. 
M.J., 1921, 1, 217. 


Voluntary muscles, even at rest, are in a state of 
slight tonus which is dependent on the spinal reflex 
arc. A lesion interrupting any part of this reflex arc 
causes among other phenomena a loss of muscle- 
tonus. If the lesion is in the afferent or sensory 
limb it is often associated with sensory loss in the 
corresponding root area; if it is in the efferent or 
motor limb, it is associated with muscular weakness 
and atrophy. 

The opposite condition of increased muscle tonus 
may arise from irritative conditions in the reflex arc. 

All movements of voluntary muscles are executed 
through the anterior cornual cells of the spinal cord. 
These receive two types of motor impulses from 
the brain, namely, the voluntary and the involun- 
tary. (The origin and courses of these impulses are 
illustrated by a diagram.) These impulses have a 
regulating effect also on muscle tonus and posture 
which is mutually antagonistic. Therefore if both 
sets are interrupted, normal tonus is diminished and 
the affected muscles become not only paralyzed but 
flaccid, while if only one tract is interrupted the 
affected muscles become hypertonic and rigid, and 
so-called spasticity is produced, 

The spasticity due to typical pyramidal disease, 
ordinary hemiplegia, for example, is produced by 
unopposed non-pyramidal motor tracts, and the 
muscles, though paralyzed for voluntary move- 
ments, are still able to perform certain automatic 
movements. 

In spasticity due to pure extra-pyramidal disease 
the automatic movements are diminished or lost, 
and yet because of the integrity of the pyramidal 
tracts, the patient is able to perform all ordinary 
movements with the spastic muscles. 

When both sets of motor impulses, pyramidal and 
non-pyramidal, are cut off in the spinal cord, flaccid 
paraplegia results, the muscles lacking muscle tone. 
This flaccid stage lasts from one to three weeks. If 
the cord lesion is incomplete, the tonus is preserved 
and increased, that is, the paraplegia is spastic in 
type. 

If there is a transverse lesion at the level of the 
cerebral hemispheres, cutting off the voluntary 
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motor impulses, but leaving intact the great sub- 
cortical mechanisms, the result is the so-called 
““decerebrate rigidity” in which both the upper and 
the lower limbs are rigidly extended while the neck 
and entire spinal column are tonically hyper-ex- 
tended and the head is retracted. This is a purely 
destructive or negative lesion which in man is due 
usually to hemorrhage. 

Acute decerebrate rigidity is usually a terminal 
phenomenon in a dying patient. Chronic incom- 
plete decerebrate rigidity is sometimes seen, as in 
cerebral diplegia, and to a lesser degree in ordinary 
hemiplegia. 

The well-known muscular rigidity which forms 
part of the classical syndrome of a pyramidal or 
upper motor neurone lesion is due to uncontrolled 
activity of the subcortico-spinal motor tracts. 

Muscular rigidity occurs also in pure extra- 
pyramidal disease from unopposed action of the 
pyramidal tracts. This is seen typically in paralysis 
agitans in which rigidity of the face, trunk, and 
limbs invariably accompanies the tremor, and the 
extra-pyramidal tracts are both affected together. 
There is flexion of the hip and knee with dorsiflexion 
of the ankle so that the limb as a whole is drawn up 
or shortened, the so-called flexed type of paraplegia. 

The fundamental function of the cerebellum is 
that of muscular synergia or co-ordination. If the 
cerebellum is experimentally destroyed the tonus 
of the voluntary muscles is at once diminished. In 
unilateral cerebellar lesions this loss of tonus is con- 
fined to the ipsilateral limbs and trunk. 

Destruction of the anterior part of the middle 
lobe, or vermis, affects the tonus of spinal muscles 
on both sides, so that if the front part of the vermis 
is destroyed, the animal falls forward, and if the 
posterior part is destroyed the animal falls back- 
ward. Destructive lesions of the human cerebellum 
are rare. In unilateral lesions the ataxia is on the 
same side as the lesion and is accompanied by a 
transient hypotonia of the muscles of the affected 
side. 

Irritative or positive cerebellar lesions increase 
muscular tonus and produce tonic rigidity. 

Rarely, rigidity due to irritative cerebellar lesions 
which produce a variety of tonic spasms is seen in 
man. In these cases the typical hyperpronation 
of the forearms is often absent. The history of a 
boy 4 vears of age who had cerebellar fits is given. 
A cerebellar decompression was performed with 
excellent results. C. F. ANDREWS. 


Sorrel, E.: The Diagnosis and Treatment of Osteo- 
Articular Tuberculosis (Quelques généralités sur 
le diagnostic et le traitement des tuberculoses 
ostéo-articulaires). Presse méd., Par., 1921, xxix, 
IOl. 

In confirming a diagnosis of tuberculosis based 
upon clinical and X-ray findings or a doubtful 
diagnosis, the laboratory is of great assistance. If 
an exudate pus or serofibrinous fluid can be obtained, 
laboratory tests will give conclusive positive or 











negative evidence, especially after animal inocula- 
tion. If an exudate cannot be obtained, the general 
“humeral”? reactions will add to the findings 
obtained by other methods of examination. 

The nature of the surgical treatment of osteo- 
articular tuberculosis must be varied according to 
the patient’s age. In the cases of children operative 
intervention should be reduced to the minimum. 
While some conditions will force the surgeon’s hand, 
as a rule treatment should be conservative because 
in the young there is a tendency toward spontaneous 
recovery. Therefore, in most cases recourse must 
be had to immobilization. 

In the adult the tendency toward spontaneous 
recovery is less than in the child and the cure of 
arthritis with preservation of more or less extensive 
movement is less frequent. In osseous tuberculosis 
in an adult resection is indicated. 

In the old (in tuberculosis the fiftieth year is the 
limit of adult life), recovery from osseous tuberculo- 
sis is not to be expected. It is therefore best radically 
to remove the tubercular focus by amputation. 
Surgical treatment of osseous lesions due to tuber- 
culosis in the adult and the aged is merely a con- 
fession of inability to treat the disease itself. In the 
child surgical treatment is of more avail, but even in 
these cases the cycle of the disease can scarcely be 
modified. W. A. BRENNAN. 


Fossataro, E.: The Usual Treatment of Traumatic 
Lesions of the Hands in Relation to the In- 
abilities Which Result From Them (Sul tratte- 
mento usuale delle lesioni traumatiche alle mani in 
relazione all’ inabilita che ne consegue). Policlin., 
Roma, 1921, xxviii, sez. chir., 1. 

The principal causes of inability due to traumatic 
lesions of the hands (apart from mutilations) are 
ankylosis of the fingers due to suppuration of the 
articulations and adhesions of the tendons and 
deformity of the fingers due to vicious consolidation 
of phalangeal fractures. Theoretically there are 
surgical methods which should prevent such results 
but in practice they do not suffice. 

In the treatment of phlegmons of the hand the 
author has obtained excellent results by bathing 
the hand in warm Schiassi fluid after the necessary 
incisions have been made. Early mobilization of the 
fingers and hand is of importance. 

In cases of fracture of the phalanges many sur- 
geons have adopted the Preiser method, closing the 
fist around a roll of cotton or over a cylinder of wood 
and thus subjecting the fractured finger to con- 
tinuous extension until consolidation is effected. It 
has been found, however, that keeping the frac- 
tured finger immobile may be followed by a certain 
degree of dry arthritis of the phalangeal articulation. 
Stassen therefore places the finger in complete 
flexion and after reduction begins nassive and active 
movements early. 

Fossataro reports that in 21 cases of fractured 
phalanges complete flexion with massage and 
mobilization resulted in 21 perfect functional 
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recoveries. All other methods of treatment gave less 
favorable results. 

When an incurable ankylosed or atrophic finger 
prevents the use of the hand, amputation of the 
finger should be considered, but if surgical methods 
of treating ankylosis and placing the fingers in an 
adaptable position are applicable, conservation is 
best. 

In the surgery of the fingers the author usually 
prefers an amputation to disarticulation as dis- 
articulation is complicated by the presence of the 
articular capsule and ligaments which must be 
removed. Amputation should be performed in the 
middle of the second phalanx and in the middle or 
lower third of the first in order that the correspond- 
ing metacarpo-phalangeal and_inter-phalangeal 
articulations may be free. W. A. BRENNAN. 


Pulvirenti, S.: A Case of Acute Purulent Lumbar 
Spondylitis (Sopra un caso di spondilite acute 
purulenta lombare). Policlin., Roma, 1921, xxviii, 
sez. chir., 27. 

Pulvirenti’s patient was a male, 19 years of age. 
At the time of his admittance to the hospital the 
symptoms presented were of three types: those 
referable to the nervous system; those referable to 
the spinal column; and local and general symptoms 
of staphylococcic infection. The gravity of the 
nervous symptoms (which were motor in type), 
rigidity of the spinal column, slight kyphosis, pain on 
pressure on the lumbar spinous processes, etc. 
suggested an organic affection of the spinal medulla 
in the lumbosacral region. On the other hand, the 
acute but not sudden onset of the medullary symp- 
toms, the absence of injury of the spinal column and 
of evidences of a recent spondylitis, the persistence 
of a suppurative focus (furunculosis), and the pres- 
ence of general phenomena suggested the presence 
of a metastatic focus in the lumbar region. 

Hematomvyelia, chronic spondylitis, and possibly 
also medullary abscess could be excluded. All doubt 
was removed by an exploratory puncture between 
the fourth and fifth and the third and fourth spinous 
processes which revealed the presence of pus. From 
this pus the staphylococcus pyogenes aureus was 
obtained. The pus did not come from the arachnoid 
space as there were no symptoms of a purulent 
spinal meningitis. 

The patient was immediately operated upon. A 
median incision about 20 cm. long was made in the 
lumbar region with its center over the third spinous 
process. When the bone was reached pus was found 
in the vertebral space between the third and fourth 
spinous processes. On the removal of these spinous 
processes there was a spurt of pus. The dural sac 
was intact and the external surface of the dura was 
smooth. The spinal canal was drained and the 
operative opening tamponed. 

The postoperative course was good, the general 
condition responding rapidly. The patient was able 
to walk with the help of a cane at the end of forty 
days. Three months after the operation he left the 
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hospital completely cured. He has resumed his 
work and when last seen there were neither function- 
al nor sensory disturbances and the organic functions 
were normal. 

The operative findings and the final outcome of the 
case demonstrated that the condition was acute 
purulent lumbar staphylococcic spondylitis with the 
formation of a vertebral abscess in the upper lumbar 
region which compressed the cauda equina through 
the intact dura. W. A. BRENNAN. 


Charier: The Treatment of Congenital Luxation 
of the Hip: The Position in the First Appara- 
tus (Sur le traitement de la luxation congénitale de 
la hanche: la position dans le premier appareil). 
Rev. d’orthop., 1921, xxviii, 49. 

One of the factors on which the result of treatment 
of congenital dislocation of the hip depends is the 
positicn in the first apparatus. The X-ray picture 
of the normal hip at the age at which a child is 
usually operated upon for luxation—that is, between 
the third and fourth years—shows that the bi-iliac 
line is tangential, or nearly tangential, to the head 
of the femur. The author designates as the “ vertico- 
transverse plane”’ the vertical plane passing by the 
two acetabula, and as the “horizontal plane” the 
plane parallel with the table. 

In the treatment Charier first determines the 
primary stability by noting the degree in which 
re-luxation can be made in both planes. When ina 
child of the average age the initial stability is satis- 
factory, he places the femur at about 75 degrees of 
abduction in the verico-transverse plane. The head 
of the femur is then tangential or nearly tangential 
to the bi-iliac line and the axis of the body of 
the femur is practically parallel with the bi-iliac 
line. 

In certain cases it is necessary to push the knee 
toward the axilla: (1) when the horizontal plane is 
defective; (2) when the patient is very young; 
(3) when the X-ray shows that the femoral head is 
too high or the axis of the body of the femur is too 
much inclined downward and outward. 

W. A. BRENNAN. 


Blanchard, W.: Anterior Bow-Legs. 
Surg., 1921, N.s. ili, 1. 


Sd. Orthop. 


Nowhere in literature has the author been able to 
find a case of anterior bent tibie presenting a short 
ening of 10 cm. in which the deformity was corrected 
with resulting full length of the leg. 

Anterior bent tibia complicate bow-legs and 
knock knees. In this deformity there is also a bend 
to the right or left. The most common type en- 
countered is a combination of anterior bend and 
lateral bend. 

The Grattan osteoclast is used for the correction 
of the deformity whatever the situation of the bend 
with relation to the joint. The fracturing bar is 
placed against the outside of the legs and opposite 
the apex of the bend. After fracture the legs are 
straightened by manual force. Previous to fractur- 
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ing the bent tibiz a tenotomy is done on the tendo 
achillis to permit lengthening of 2.5 cm. 

If the anterior bend of the tibia is so extreme that 
the distance from the heel to the posterior articula- 
tion of the knee is shortened more than one half, the 
author recommends repeated osteoclasis to avoid 
destroying the vitality of the leg. An interval of 
three or four months should elapse between osteo- 
clases and no more than 2.5 cm. of lengthening 
should be attempted each time. A transverse tenot- 
omy of the Achilles tendon is always necessary before 
the correction. The strength of the Achilles is not 
impaired by repeated tenotomies. 

No operation should be attempted in the acute 
or subacute stage of rickets. The roentgenogram 
must show evidence of complete eburnation. 
Osteoclasis must be rapid, consuming not over 
eight seconds. Joun Mircue tt. 


Gretsel: Operative Treatment of Severe Talipes 
Equinus (Operative Behandlung schwerer Spitz- 
fuesse durch Muskelverschiebung). Muenchen. 
med. Wchnschr., 1920, Ixvii, 1412. 


In severe cases of talipes equinus the author has 
used the following method: 

Both insertions of the gastrocnemius are cut 
transversely through the tendon of Achilles so that a 
part of the tendon remains attached to the muscle. 
The belly of the muscle is then dissected from the 
soleus until the latter is laid bare. 

A hollow sound is introduced through the half- 
meon shaped fissure for the vessels and nerves in 
this muscle, and the lateral head is cut through. The 
foot is held in dorsal flexion and the tense fibers of 
the median head are severed. The gastrocnemius is 
then brought down and, with the foot kept in dorsal 
flexion, it is again united without tension to the 
soleus and the Achilles a little above the point where 
it was cut. Port (Z). 


FRACTURES AND DISLOCATIONS 


Goddu, L. A. O.: Fracture Dislocation of the Third 
Cervical Vertebra. Boston M. & S. J., 1921, 
clxxxiv, 179. 

The author reports a case in which the problems 
presented seemed to be: (1) reduction of the dis- 
location, and (2) the determination of the nature of 
the disturbance in the cord which caused the symp- 
toms, and the part played by hemorrhage and 
cedema in the symptoms. The method of treat- 
ment decided upon was as follows: 

Head traction by means of a 6-lb. weight was 
applied night and day for three days. A judicious 
forcible manipulation in the proper direction was 
then made in an attempt to reduce the pressure 
symptoms. 

The patient had a remarkably good return of 
function. At the time this article was written he 
had practically full use of both arms and only slight 
limitation in rotation and lateral bending of the 
head. E. C. RositsHEK. 











Coues, W. P.: The Diagnosis of Some Chronic 
Shoulder Injuries. Boston M. & S. J., 1921, 
clxxxiv, 176. 

The author illustrates some of the points touched 
upon in this paper by citing three cases. He arrives 
at the following conclusions: 

Subdeltoid bursitis with injury to the supra- 
spinatus tendon, unrecognized fracture of the greater 
tuberosity of the humerus without much or any dis- 
placement, and hysterical shoulder form a large 
part of the general group presented for examination. 
A careful study of each case will usually lead to a 
correct diagnosis. The treatment often consumes 
much time and patients are easily discouraged, but 
full function will be restored ultimately. 

E. C. RoBIrsHEK. 


Koetter, R.: Six Cases of Subcutaneous Fracture 
of the Olecranon Cured by Huelsmann’s 
Method (Sechs Faelle von subcutaner Olecranon- 
fraktur geheilt nach einem Verfahren von Huels- 
mann). Deutsche Ztschr. f. Chir., 1920, clx, 281. 

A dorsal splint was applied in complete extension. 
The splint was removed on the second day. The 
swelling was pushed aside and the upper tip of the 
olecranon seized firmly with the thumb and index 
finger and pushed downward in the direction of the 
long axis of the arm so that the fractured surfaces 
were pressed tightly against each other. The fore- 
arm and the upper fragment were then flexed slowly 
at the elbow as a whole, this flexing being repeated 
until a right angle was reached. At first the move- 
ment was very painful. The arm was then bandaged 
again in complete extension. 

This procedure was repeated after two days, and 
later at intervals of three days. The result was 
extraordinarily good. Six cured cases are reported. 
The duration of the treatment was very short. In 
every instance there was bony consolidation of the 
fragments and complete restoration of function. 

CotmeErs (Z). 


Ollerenshaw, R.: Rotation-Dislocation of the As- 
tragalus. Brit. M.J., 1921, i, 155. 

The author reports a case of forward dislocation 
of the astragalus which was seen on the orthopedic 
service of the Salford Royal Hospital. 

The patient, a man aged 42, was struck by a heavy 
timber on the back of the left heel. The deformity 
was obvious as the upper articular surface of the 
astragalus was palpable under the skin of the dorsum 
of the foot. The fibula was fractured 2 in. above the 
malleolus. The X-ray examination showed that the 
astragalus had been rotated 90 degrees around the 
vertical axis. At operation the posterior surface of 
the astragalus was found to point directly outward 
and the head inward. 

Manipulation was unsuccessful, but by open 
operation the deformity was reduced. There was 
practically normal function at the end of three 
months. The article includes plates of the ankle 
made before and after reduction. J. I. MITCHELL. 
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SURGERY OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


Scheiber, V.: The Operative Treatment of Flail 
Joint (Ueber die operative Behandlung der Schlot- 
tergelenke). Orvosi hetil., 1920, lxiv, 425, 437. 

The author discusses the mechanism of joints 
and the etiology, pathological anatomy, and diag- 
nosis of flail joint. In his opinion the flail joint is 
caused by shortening of the bone and loosening of 
the joint. He has operated on flail joint of the 
shoulder, the knee, and the elbow. 

The flail joint in the shoulder was caused by injury 
of the head of the humerus and the deltoid muscle. 
As a rule both injuries occur at the same time. 
In moderately severe cases Scheiber effects fixation 
of the soft parts; by means of transplanted fascia 
he fastens the humerus to the scapula. In severe 
cases he transplants a portion of the tibia to take the 
place of the missing portion of the humerus. 

Flail joint of the elbow he treats by fixation of 
the soft parts as far as possible and by fastening the 
joint on both sides and behind with strips from the 
fascia lata. In severe cases he performs arthrodesis. 

In severe cases of flail joint in the knee he fixes 
the joint by operation. After resection the joint 
ends are fastened with wire sutures, the pointed end 
of the femur is driven into the tibia, or simple union 
of the bones is brought about. His results are satis- 
factory. LoBMAYER (Z). 


Cadenat, F. M.: Cineplastic Surgery of the Upper 
Limb (Chirurgie cinéplastique du membre supé- 
rieur). Rez. d’orthob., 1921, xxviii, 5. 

Cadenat reviews the whole subject of cinematic 
surgery of the upper limb, including the techniques 
of Vanghetti, Putti, Bosch-Arana, and others. 

There are now numerous varieties of artificial 
hands, but because of the difference between the 
power of the muscle and that of the artificial hand 
none of them seems to be exactly what is desired. 
Tuffier, who went to Italy to examine the cases op- 
erated on by Putti and Galeazzi, wrote, ‘‘ The effect 
produced on the mobile parts of the prosthetic 
apparatus is very defective. The fingers may be 
flexed and extended but the useful power is very 
weak. In general, it is scarcely equal to 5 or ro 
per cent of the initial power of the motor.” 

The future progress of cinematic surgery would 
appear to be more a matter for the constructor of 
prosthetic appliances than for the surgeon. 

W. A. BRENNAN. 


Henderson, M. S.: Non-Union of the Humerus: 
Repair by Means of the Bone Graft. South. M. 
J., 1921, xiv, 148. 

The author’s study is based on the observation 
and care of 41 cases of non-union of the humerus, 30 
of which had been operated on elsewhere, many of 
them two or three times. Thirty-four of the 41 
patients were traced, and 25 (73.5 per cent) of these 
were found tohave union. To obtain this percentage 
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it was necessary to operate more than once on a 
large number. There were in all 42 operations on 34 
persons; that is, 1.25 operations to each patient. Of the 
42 operations, 25 (59.5 per cent) were successful. 

The literature on the subject brings out the fact 
that the humerus is probably the most difficult 
bone to deal with in cases of non-union. In 25 bone- 
grafting operations a successful result was obtained 
in 17 (68 per cent). Different methods of bone 
grafting were employed. The intramedullary graft 
was used 8 times with 4 successful results (50 per 
cent); the inlay graft was used 1o times with 7 suc- 
cessful results (7o per cent); and the massive graft 
was used 7 times with 6 successful results (85 per 
cent). Seven patients were operated on by a modi- 
fied step operation in which beef-bone screws were 
used; good results were obtained in 3 cases (42.8 
per cent). Nine patients were operated on by other 
methods such as the use of metal plates, celluloid 
plates, an ivory intramedullary peg, silver wire, etc.; 
a successful result was obtained in 5 cases (55 per 
cent). 

Henderson considers the so-called massive-graft 
method the procedure of choice in operations for 
non-union in most of the bones and certainly in the 
humerus. A very large graft is taken from the flat 
internal surface of the tibia and applied to the frag- 
ments after their periosteum has been stripped and 
the outer surfaces of the cortex removed until the 
cancellous or endosteal layer is exposed. Against 
this layer which, being filled with osteoblasts, has 
strong bone-forming properties, is placed the en- 
dosteal surface of the graft, which is also filled with 
osteoblasts. The graft is then fastened on by the 
aid of four or more beef-bone screws which pass 
through the opposite cortex. Clinical experience 
shows that at least a large part of such a graft 
maintains its vitality and union is brought about 
much more rapidly than when other grafts are used. 
The roentgenograms show early union of the graft 
to the fragments. 

Postoperative fixation is very important. A 
plaster of Paris body-cast with a trough for the arm 
is applied a few days before and is left on during 
the operation. After the operation the arm is put 
into the trough and held in place by strips of plaster 
of Paris bandage moulded over it. This is worn for 
six to eight weeks, at the end of which time a splint 
is applied for the period of convalescence. The 
splint is very simple. The base, a piece of cold- 
rolled sheet steel, is mounted to fit the curve of the 
thorax and has attached to it webbing straps with 
buckles. To this thorax-piece a piece of cold-rolled, 
round-edged flat steel is riveted, carried up into 
the axilla, down the arm, the forearm, and onto the 
hand, and provided with various semicircular 
pieces of sheet steel to fit the circumference of the 
arm. Web straps hold the arm on the frame, and 
the hand and wrist are held in moderate dorsiflexion. 
The splint is light and comfortable and enables the 
patient to wear a coat so that his disability attracts 
very little attention. 
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Borelli, E.: Complex Dorsal Luxation of the Right 
Index Finger; Duplex Mechanism of Irreduci- 
bility; Operative Reduction (Lussazione dorsale 
complessa dell’indice destro; duplice meccanismo 
di irreducibilita; riduzione cruenta). Policlin.., 
Roma, 1921, xxviii, sez. prat., 115. 


Little is said in surgical textbooks regarding 
irreducible dorsal luxation of the fingers. The 
author has more than once reduced a complex 
luxation of the thumb, but before he had examined 
the case reported in this article he had never 
observed an irreducible dorsal luxation of the index 
finger. In this case the condition was complicated 
by luxation of the last four fingers. All of them 
except the index finger, however, were easily re- 
duced. The luxations were due to a fall on the hand. 

After unsuccessful attempts at bloodless reduc- 
tion operation revealed the duplex mechanism of 
the luxation. The difficulty was due to the inter- 
position of the glenoid ligament and the strangula- 
tion of the metacarpal through the musculo- 
aponeurotic aperture which fixed the metacarpal on 
the palmar side. The violence of the fall lacerated 
the articular capsule by forcing the metacarpals 
against its anterior wall. As is usually the case, this 
laceration occurred in the region of the metacarpal 
insertions of the capsule, and the phalanx drew the 
displaced glenoid ligament with it toward the dorsal 
side. 

In the third, fourth, and fifth fingers the trauma 
ended here and reduction was easy, but in the index 
finger the consequences were more complex. The 
head of the second metacarpal having passed the 
capsular laceration and displaced the flexor tendons 
of the thumb, it lacerated the muscle fibers of the 
adductor of the thumb, passed through them and, 
after lacerating the palmar aponeurosis, remained 
under the skin and projected from it. 

As it was impossible to reduce this luxation by 
non-surgical methods, the author made a free 
incision into the joint directly over the projecting 
metacarpal head. He was then able to free the bone 
from its fibro-muscular attachment, to restore it to 
its anatomical position, and to free the articular 
head of the phalanx from the interposed capsule. 

W. A. BRENNAN. 


Casati, E.: A Case of Total Fracture of the Acetab- 
ulum (Un caso di fratture in toto dell’acetabolo). 
Policlin., Roma, 1921, xxviii, sez. prat., 118. 


A boy aged 10% years while descending a stair- 
way was struck by a heavy falling weight on the 
right shoulder and thrown to the ground. Sharp 
pain was felt immediately in the inguinal and lower 
ileocecal regions. The author was consulted after 
treatment had been given for nine days for fracture 
of the neck of the femur. 

Examination showed the lower right limb in com- 
plete extension but without any tendency to external 
or internal rotation. The right leg showed a shorten- 
ing of about 2 cm. as compared with the left. No 
pain was felt on pressure on the great trochanter 


























along the entire femoral diaphysis to the femoral 
condyles. Neither were the articulations of the foot 
and knee sensitive to pressure. Pressure in the right 
crural region elicited sharp pain in the right 
suprapubic region where a distinct swelling was 
palpated; movements of flexion of the right thigh on 
the pelvis and of internal and external rotation were 
painful but slight extension movements were not. 
All movements of the thigh were reflected to the 
tumor mass. 

The symptoms indicated that the condition was 
not a fracture of the neck of the femur or a luxation 
of the hip. There were only two possibilities: either 
the acetabular cavity had been forced down and 
there was migration of the articular head into the 
lower pelvis or there was total fracture of the 
acetabulum. The author favored the latter assump- 
tion because: (1) in cases of embedding of the 
acetabulum flexion is either very limited or absent, 
(2) the aperture through which the articular head 
migrates into the lower pelvis is irregular and all 
movements, but especially those of rotation, are 
accompanied by a characteristic crackling sound 
which was lacking in the case reported, and (3) the 
great facility with which the limb could be put in its 
normal length and position without causing pain 
would have been impossible if the acetabulum had 
been crushed. 

As the acetabulum is not fully ossified until the 
fifteenth year or even later it is easy to understand 
how a severe trauma could produce a total fracture. 

W. A. BRENNAN. 


ORTHOPEDICS IN GENERAL 


Jones, R.: The Cameron Lecture on the Necessity 
of Orthopedic Training: Its Relation to the 
Prevention and Cure of Deformities. Brit. M. 
J. 3Q4%, 1, PB. 


The author points out that the prevention of sur- 
gical tragedies is largely dependent on the general 
practitioner who frequently sees the beginning of 
disease. The general practitioner fills an extremely 
responsible position in most departments of his 
work, and this is especially true with regard to the 
early advent of the deformities associated with 
tuberculosis, rickets, and infantile paralysis. The 
correction of club-foot deformities should be insti- 
tuted at birth even though the act of walking is 
necessary to complete the recovery. 

Attempts should be made to correct the deformi- 
ties caused by rickets in the early stages. Because of 
the danger to the small bones the child should not 
be allowed to crawl or walk. It should also be car- 
ried correctly and given proper food. The parents 
should not be told that the child “will grow out of 
it.” When the bones are soft, the recumbent posi- 
tion, a frame, and a bandage will correct the worse 
deformities without the aid of drastic surgical 
methods. The child should be kept in the open air 
and it should not be allowed to walk until the bones 
are firm. 
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Reasonable State facilities should be afforded to 
eradicate tuberculosis. Any deformity due to faulty 
alignment should be prevented. A knowledge of the 
early stages and evolution of joint tuberculosis would 
relieve much suffering in children and lessen the 
congestion in hospitals. 

The early treatment of infantile paralysis is in the 
hands of the family doctor. The surgeon rarely 
sees the case in the acute stage and then only 
when there is pain or when paralysis is discovered. 
Complete rest of the nerves and muscles is indicated. 
Postural errors should be avoided. Paralyzed 
muscles must not be allowed to stretch. 

A large proportion of the injuries of the war were 
those requiring orthopedic treatment. Many fail- 
ures in the treatment of these cases might have 
been avoided if universities and hospitals had taught 
practical orthopedic surgery more generally. The 
pre-operative and postoperative stages in such cases 
are important. The operative stage, although often 
essential, has only a relative value. Orthopedic 
operations are usually measures preliminary to the 
re-education of muscles and the restoration of func- 
tion. 

The deforming contraction of scars may be pre- 
vented by the recognition of certain principles. 
Wounds should be allowed to heal with the limb 
placed in the position opposed to the contractile 
force. Fully matured fibrous tissue has no more 
tendency to contract than any other tissue, but 
precautions against contractures must be prolonged 
as connective tissue is slow in maturing. 

A plea is made for greater emphasis on postgradu- 
ate instruction as well as for better development of 
orthopedic departments in teaching and general 
hospitals. Teamwork on the part of the staff com- 
posed of the orthopedic surgeon and his assistants 
and nurses is the keynote of success. 

The scope of orthopedic surgery includes: (1) 
congenital and acquired deformities of the spine and 
extremities, (2) infantile paralysis after the acute 
stage, (3) the deformities of adult paralysis, (4) stiff 
and ankylosed joints, (5) torticollis, and (6) dis- 
abilities of joints, such as rupture of the crucial 
ligaments, injuries to the semilunar cartilage, snap- 
ping hip, slipping patella, and conditions with re- 
gard to which the term “bonesetting”’ is used. 

Country hospitals for crippled children are essen- 
tial in any plan for the care of cripples. Reference 
is made to several of these in different parts of the 
British Isles in which excellent training is given. 

H. T. Jones. 


Ledoux, E., and Caillods, G.: Sacralization of the 
Fifth Lumbar Vertebra (La sacralisation de la 
5e vertébre lombaire). Presse méd., Par., 1921, xxix, 
123. 

The authors report 7 typical cases of sacralization 
of the fifth lumbar vertebra, all those of persons who 
for a long time experienced pain the etiology of which 
remained obscure until it was cleared up by an X-ray 
examination. 
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As a rule the manifestations of sacralization make 
their appearance between the twentieth and 
thirtieth years of age. One of the cases reported, 
however, was that of a child 534 years old. This 
fact led the authors to determine the relationship 
between the time of complete ossification of the 
vertebral column, and particularly of the fifth lum- 
bar vertebra, and the manifestation of sacralization. 

They found that there is a secondary ossification 
in the region of the fifth lumbar vertebra which 
begins approximately between the fifteenth and 
sixteenth years and is completed at the twenty- 
second year of age in women and at the twenty-fifth 
year in men. In this secondary complementary 
ossification the ossification of certain spinous proc- 
esses is perfected. The areas and points of com- 
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plimentary ossification vary: the atlas has only one 
point, the axis two points, the majority of the 
vertebre five points, and the lumbar vertebre 
seven points. There may be also super-ossification. 
In examining the roentgenogram of the young 
patient whose case is reported incontestable evidence 
was found that secondary ossification had begun at 
this extremely early age. 

In the pathogenesis of sacralization of the fifth 
lumbar vertebra the osteogenetic energy of this 
vertebra might be compared with that of the first 
sacral. The points of ossification of the fifth lumbar 
may evolve pathologically toward the sacral type 
and in such cases the development of the first sacral 
may often be obstructed in proportion to the 
sacralization of the fifth lumbar. W. A. Brennan. 


SURGERY OF THE SPINAL COLUMN AND CORD 


Marshall, H. W.: Scoliosis. Boston M. & S.J., 1921, 
clxxxiv, 31. 

Opinions as to the etiology of scoliosis are numer- 
ous and conflicting. Some orthopedists regard 
muscle weakness as the cause, others attribute the 
condition especially to anatomical defects, while 
still others regard the remote causes of muscle 
weakness as the responsible factors. 

The vertebrz are made up of thin cancellous bone. 
The posterior regions of the vertebral column are 
strong osseous structures. Intervertebral articular 
processes limit motion of the spine. Elasticity in 
thick intervertebral discs permits slight rotation. 
Intervertebral muscles hold or pull back separate 
vertebre into normal position when they have been 
subjected to external strain. The contraction of 
short intrinsic rotators of the spine effect the 
re-adjustment of the intervertebral articulations. 
Longitudinally arranged muscles bridge the larger 
groups of vertebre and help to hold the spinal col- 
umn straight. 

Many variations occur in the bone. The vertebrai 
bodies, the transverse processes, the laminz, and the 
spinous processes may be irregular. The X-ray 
shows that such variations may be present in per- 
sons who have straight spines with good normal 
function. 

Variations are found also in the intrinsic spinal 
muscles. Occasionally congenital differences be- 
tween opposed sets of spinal rotators are so great 
that the defect is never completely overcome. In 
such cases there is congenital scoliosis of muscular 
origin. Vascular defects account for many slight 
scoliotic curves. 

The author’s conclusions, on which he bases his 
treatment, are as follows: 

1. Acquired scoliosis with no history of anterior 
poliomyelitis is due to unilateral congenital differ- 
ences in the development of the spinal muscles. 

2. Faulty blood conditions are contributory 
factors in the development of acquired scoliosis. 

3. In some cases congenital scoliosis is due to 


marked congenital differences between homologous 
members of balanced spinal muscles. 

4. Congenital scoliosis is the result also of con- 
genital structural variations in the vertebre. 

5. Marked congenital scoliosis is due at times to 
slight unilateral congenital differences in muscles 
associated with congenital variations in the verte- 
bre. 

6. Compensated vertebral variations are of 
minor importance in the development of scoliosis. 

7. Occupational conditions contribute to ac- 
quired scoliosis. 

8. Other factors are anterior poliomyelitis, 
empyema, hip disease with unilateral shortness of 
the leg, torticollis, and rachitis. R. S. REICH. 


Langworthy, M.: Bilateral Forward Dislocation 
of the Fifth Cervical Vertebra with Reduction 
by Manipulation. J. Am. M. Ass., 1921, |xxvi, 447. 


The patient, a truck driver 28 years of age, was 
injured in an automobile accident. He was found 
pinned underneath an overturned truck with his 
head and neck bent forward. He was still conscious 
when first discovered, but became unconscious a 
few minutes while he was being moved. Examina- 
tion disclosed considerable interference with respira- 
tion; this was greatly relieved by traction on the 
neck. The patient was in severe shock. 

Roentgenograms of the cervical spine revealed in 
the lateral view a bilateral forward dislocation of 
the fifth cervical vertebra on the sixth, with slight 
impaction of the body of the fifth. Anteroposterior 
views, although the stereoscopic plates were excel- 
lent, revealed nothing sufficiently definite to war- 
rant a diagnosis without the lateral view. 

The symptoms present were priapism, numbness 
and tingling in the right hand and forearm and 
over the entire left lower limb, frequent coughing, 
and the appearance of fresh blood in the sputum. 
The knee jerks and the gross eye findings seemed 
normal. There was no motor paralysis. Respiration 
was difficult. 
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Five and a half hours after the injury the patient 
was anesthetized with ether. When well relaxed, he 
was slid upward on the table so that the operator 
could hold his head in his hand free from any other 
support. The method of Walton was followed, an 
attempt being made to slip the articular facet, first 
of one side and then of the other side, back into 
position on the facets of the vertebra below. As the 
movements were completed a distinct ‘“‘chug’’ was 
heard and felt in the neck. Immediately afterward 
the movements of the neck were free in all direc- 
tions. Roentgenograms taken a little later showed 
that reduction had been accomplished. The patient 
was put back to bed with the head, neck, and 
shoulders supported by large, heavy sandbags. 

The next day the priapism disappeared and the 
numbness and the tingling began to decrease. On 
the fourth day the patient’s condition was so much 
improved that, with a plaster cast supporting the 
weight of the head on the shoulders and protecting 
the neck, he was allowed to sit up. He was dis- 
charged from the hospital on the fourteenth day. 
At that time he was still weak but walked well and 
was without discomfort. Ten weeks after the injury 
movements of the neck were normal in extent, 
although still somewhat weak. M. I. MALoney. 
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Auerbach, S.: The Differential Diagnosis Between 
Tumor of the Spinal Cord, Serous Circum- 
scribed Spinal Meningitis, and Caries of the 
Spinal Column (Die Differentialdiagnose zwischen 
Tumor im Bereiche des Rueckenmarks, Meningitis 
serosa circumscripta spinalis und Caries der Wirbel- 
saeule). Ztschr. f. d. ges. Neurol. u. Psychiat., 1920, 
ik, %. 


Different investigators have given seven dis- 
tinguishing signs in the differential diagnosis of the 
conditions named. After testing them critically, 
however, it is found that an exact differential diag- 
nosis is not always possible. According to the author 
the difficulties in the diagnosis are so great that 
serous circumscribed spinal meningitis is never 
diagnosed with certainty except at autopsy. 

Caries of the spine can be somewhat more easily 
diagnosed from primary tumors and tuberculosis 
by means of a carefully taken history. In metastases 
of carcinoma, however, there are sometimes isolated 
tubercles. Roentgen pictures taken in a lateral 
position are often of value. Lumbar puncture 
showing a yellow coloring of the spinal fluid and 
Nonne-Apelt, Paudy, and Wassermann examina- 
tions are significant, but the information given 
is not absolutely definite. WEICHERT (Z). 


MISCELLANEOUS 


CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 
Mackenzie, J.: The Theory of Disturbed Reflexes in 
the Production of Symptoms of Disease. Brit. 
M.J., 1921, i, 147. 

The object of the Institute for Clinical Research 
in St. Andrews is defined as the “prevention of the 
diseases that are common amongst the people.”’ 

In order to obtain a definition of disease the 
phenomena were analyzed in 1,000 cases. With 
regard to the simple disease of conjunctivitis it was 
found that a complete diagnosis was made in rela- 
tively few cases, for example when the injurious 
agent was recognized as being a foreign body or, 
as is the case in typhoid fever, pneumonia, and 
diphtheria, a microbe. 

In some instances the reactions occur in such 
definite groups that they can be differentiated. In 
still others the entity can be determined, but the 
etiology is unknown; for example, migraine, epilepsy, 
and diabetes. The majority of cases belong to a 
fourth group in which it is impossible to recognize 
the agent or to group the symptoms. The nomen- 
clature is generally based on the presence of a 
dominant symptom or a number of symptoms. To 
this group belong all chronic diseases, even though 
they may be recognized by physical signs. These 
are probably secondary diseases, the original cause 
of which it is impossible to determine. 

Prevention of disease can never be achieved until 
diseases can be recognized, and in this respect the 
recognition of symptoms is of primary importance. 


According to their mechanism, symptoms are 
classified as structural, functional, and reflex. The 
last group is due to a peculiar stimulus setting up 
definite reactions. 

Time and observation have shown that the vast 
majority of symptoms of disease are disturbances of 
normal reflexes. Disturbed reflexes may be said to 
be produced by the nature of the stimulus acting on 
a part of the reflex arc, the impulse entering through 
the nervous system. By altering in a positive or 
negative sense the receptivity of the central or 
peripheral parts of the reflex, the agent (chemical or 
thermic) enters through the blood stream. 

In many diseases all the symptoms on which a 
diagnosis is based are reflex in origin; in some, the 
reflexes are disturbed by the entrance of the stimu’us 
through the nervous system, and in others the dis- 
turbance is through the circulation. J. B. Doyze. 


Graham, E. A.: Some Surgical Aspects of Asphyxia. 
Ann. Surg., 1921, Ixxiii, 170. 

Disturbances of tissue respiration in the human 
body may result from: (1) interference with the 
intake of oxygen, (2) interference with the normal 
power of the blood to carry oxygen or to remove 
carbon dioxide, (3) interference with the circulation 
of the blood, and (4) interference with the power of 
the tissues to utilize oxygen. 

In carrying out a surgical procedure the surgeon 
may meet with some phase of all of these factors. 

Interference with the normal intake of oxygen 
will occur not only when there is obstruction of the 
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upper air passages but also when the normal alveolar 
space of the lungs is reduced and when rarefied air 
is breathed. The common causes of a reduction in 
the available breathing area are to be found either in 
conditions within the lungs, such as cedema and 
inflammatory exudates, or conditions outside of the 
lungs, such as abnormal pressure, which limit pul- 
monary expansion. 

If air is injected into one pieural cavity of a normal 
human thorax until a pressure of 10 cm. of water is 
obtained, the pressure in the opposite pleural cavity 
will vary from 9 to 9.5 cm. of water. 

If an open pneumothorax is created on one side 
in the normal living dog a characteristic response 
occurs which is manifested not only by a change of 
intrapleural pressure on the opened side, but also 
by a change of the same kind and of practically the 
same degree on the unopened side. 

It is possible to maintain life as long as the lungs 
can inspire the tidal air, which normally varies from 
300 to 500 c.cm. Considerable encroachment on 
the volume of the two lungs is possible before a 
stage is reached at which the lungs can no longer 
obtain the tidal air. In the compensatory reaction 
the thorax is enlarged by an increase in the ampli- 
tude of the respiratory movements so that actually 
more air may enter through the pneumothorax 
opening without encroaching on the tidal air to the 
same extent than would be the case if the thorax 
were not enlarged. 

In the case of a closed pneumothorax the condi- 
tions are very different from those in an open pneu- 
mothorax. In a closed pneumothorax no additional 
air can enter no matter how much is contained in a 
pleural cavity. Therefore the animal is obliged only 
to increase his respiratory effort sufficiently to 
create sufficient negative pressure to allow him to 
take in the requisite amount of air to maintain 
oxygenation of the blood. Under conditions of 
rest this amount is equivalent only to the tidal air, 
which in the human being is only a relatively small 
fraction of the vital capacity (from about one- 
seventh to one-twelfth). When an open pneumo- 
thorax is converted into a closed pneumothorax, 
particularly if the closure is made at the end of 
expiration, the amount of air enclosed in the pleural 
cavity is very much less than the normal difference 
between the tidal air and vital capacity, and there- 
fore there is comparatively little dyspnoea. 

The applications of these newer conceptions of 
the physiology of pneumothorax are very extensive, 
but they have a particular bearing upon the treat- 
ment of empyema and wounds of the thorax. 

During the winter of 1917-18 the military camps 
in the United States were ravaged by a severe 
epidemic of respiratory infections associated with a 
hemolytic streptococcus. Conspicuous features of 
this epidemic were a very extensive bronchopneu- 
monia and a high incidence of empyema. Clinically, 
during the acute stage of the illness, an extreme grade 
of cyanosis, dyspnoea, and air-hunger were com- 
mon, and at autopsy a ready explanation was 
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found in the fact that many of the bronchioles were 
completely occluded both by contained exudate and 
by cedema and induration of their walls. 

In general, the method of treatment employed 
at first was the conventional establishment of open 
drainage, either by a simple thoracotomy or a rib 
resection, as soon as the presence of fluid containing 
streptococci was diagnosed. Alarming reports of 
the high mortality of these cases led to the appoint- 
ment of an Empyema Commission, of which the 
author was a member. As a result of the investiga- 
tions of this commission a change was made in the 
plan of treatment. Instead of inducing early drain- 
age, aspirations with a Potain aspirator were per- 
formed as often as necessary, with the idea of 
delaying operation until the active pneumonia had 
subsided. Following this procedure there was an 
immediate drop in the mortality. 

Disturbances in the power of the blood to carry 
oxygen include all those conditions in which the 
hemoglobin is either reduced in amount or so 
changed in form that the normal quantity of 
oxyhemoglobin is not present. Such a condition is 
always encountered in connection with a severe 
anemia, either acute or chronic. 

Any condition which disturbs the normal transport 
of oxygen from the lungs to the tissues will also 
result in asphyxial effects to a more or less degree. 
Such a condition is encountered locally whenever 
an important vessel is occluded or destroyed. Dis- 
turbances of the circulation which are accompanied 
by general asphyxia are found particularly in 
uncompensated heart disease, shock, and pneumo- 
thorax. 

Since the ultimate act of respiration consists in 
the utilization of oxygen by the cells and the giving 
off of carbon dioxide, it becomes evident that, 
theoretically at least, conditions may arise which 
would disturb the normal power of the tissues to 
utilize oxygen even when it is available. This 
reduction in tissue respiration is independent of anv 
important disturbance of the intake of oxygen, of 
the oxygen-carrying power of the blood, or in the 
circulation of the blood. Its explanation, therefore, 
must lie in the inability of the cells to utilize oxygen 
even when it is available. The opinion is now general 
that narcotic drugs as a class interfere with the 
power of the cells to utilize oxygen. In diabetes 
mellitus there is inability on the part of the tissues 
to utilize oxygen for the combustion of sugar not- 
withstanding the fact that there is no demonstrable 
deficiency of general oxidation. As a result, some of 
the conspicuous features of asphyxia are present 
in this disease. 

It is a very old observation that any measure 
which completely shuts off the supply of oxygen to a 
part for a long enough time causes necrosis of that 
part. It is also well known that such a part has a 
tendency to imbibe water if water is available and to 
swell. 

Other morphological effects of disturbed oxida- 
tion are fatty degenerative changes and a tendency 








to the production of hemorrhages. Every severe 
asphyxial condition is accompanied by hemor- 
rhage. This may be localized if the asphyxia is local 
or more or less generalized if the asphyxia is general, 
as in obstruction of the trachea if death does not 
occur too suddenly. 

Other effects of asphyxia consist of changes in the 
nature of the act of respiration, the effects on mus- 
cles, and glycosuria. In cases of acidosis the pul- 
monary ventilation is increased by a greater ampli- 
tude and also by a greater rate of respiration, con- 
stituting sometimes even a condition of air-hunger. 

The response of the muscles to the effects of 
asphyxia is of special interest to the surgeon. Con- 
tractions usually occur and these are often very 
violent. The effects on the blood vessels are also 
important and are of two kinds, depending upon 
whether the vasomotor center in the medulla and 
the spinal centers are involved, or the asphyxial 
process is more local. In the former case the response 
is a general vasoconstriction with a resulting rise in 
blood pressure which will gradually drop as the 
severe state of asphyxia persists. All the evidence 
is in favor of the assumption that this phenomenon 
is due to the action of carbon dioxide and other acid 
substances rather than merely a lack of oxygen. 

The occurrence of glycosuria in asphyxial condi- 
tions is an old observation, apparently having been 
made originally by Richardson in 1862 in experi- 
mental carbon monoxide poisoning. 

There are many surgical conditions in which the 
effects of asphyxia are conspicuous. Of the agents 
most commonly employed to produce general sur- 
gical anesthesia or narcosis, chloroform is the most 
powerful in causing asphyxial effects and nitrous 
oxide the Jeast harmful in this respect. This knowl- 
edge has led to the almost complete abandonment 
in America of chloroform as an anesthetic agent 
and the substitution for it of ether or nitrous oxide. 

Other surgical conditions in which the effects of 
disturbed tissue respiration are conspicuous are 
severe hemorrhage and secondary traumatic shock. 
In one case oxygen carriers are completely removed 
from the body and in the other they are removed, 
at least temporarily, from active circulation. 

In cases of severe acute anemia from hemorrhage 
practically all of the various classical signs of tissue 
asphyxia may be observed. 

In cases of intestinal obstruction and in acute 
dilatation of the stomach the classical features of 
tissue asphyxia are usually strikingly shown, at least 
locally. 

Those effects of asphyxia which result in definite 
pathologic lesions can be recognized by gross and 
microscopic examination. The other types of effects, 
the physiological disturbances, usually require 
chemical methods for their detection. Of the 
physiological disturbances one of the most impor- 
tant is acidosis; most of the others are more or less 
intimately related to this condition. There are two 
clinical findings of some value in the recognition of a 
pronounced acidosis. One is the fruity odor of 
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acetone on the breath, and the other is the inability 
of the patient to hold his breath for more than a 
few seconds. 

In cases of acidosis with impaired renal function 
there is no doubt that chloroform is the most danger- 
ous of the common anesthetic agents. 

In conditions of established acidosis of any type 
the administration of alkali in the form of sodium 
bicarbonate is helpful. Caution should be exercised, 
however, in injecting it intravenously as excessive 
quantities of alkali are in themselves toxic. The use 
of the bicarbonate should be controlled by carefully 
watching the urine and should never be pushed 
beyond the point at which neutrality or slight 
alkalinity is obtained. 

The copious administration of water is also 
important. In order to insure the maximum elimina- 
tion of acid the urinary output must be maintained 
as nearly normal as possible or must even exceed the 
normal. M. I. Matoney. 


Johan, B.: Cortical Epilepsy Caused by a Calcified 


Cysticercus (Rindenepilepsie verursacht durch 
verkalkten Cysticercus). Orvosi hetil., 1920, Ixiv, 
389. 


A woman of 54 who had always been healthy, 
suddenly, after some excitement, experienced a 
trembling of the right arm. Two days afterward, 
on lifting a basket, she had spasms in the right hand 
and became unconscious for a short time. Sub- 
sequently the spasms in the right arm recurred 
frequently and extended to the right leg. 

A week after the first appearance of the symptoms 
she came to the clinic where typical Jacksonian 
epilepsy was observed on the right side in the face, 
arm, and leg. These attacks came on every five 
minutes and lasted two or three minutes. 

At operation the left motor cortical center was 
laid bare, but no visible or palpable changes were 
found; four brain punctures also gave negative 
results. Death occurred twenty-four hours after 
the operation. 

At autopsy a nodule about the size of a millet 
seed which could be palpated with the naked hand, 
but not when a rubber glove was worn, was found 
at about the center of the left frontal convolution. 
This and two similar nodules found in the intestine 
were shown by microscopic examination to be 
calcified cysticerci. 

In the author’s opinion the epilepsy was due to 
these nodules and the spasms were caused by the 
slight toxic contents of the nodules or were anaphy- 
lactic phenomena. Potya (Z). 


The Treatment of Chilblains with the 
(Die Behandlung der 
Schweiz. 


Jost, E.: 
Mercury Quartz Lamp 
Frostbeulen mit Quecksilber-Quarzlicht). 
med. Wchuschr., 1g20, L, 1192. 

The treatment of chilblains with the quartz lamp 
has given excellent results even in cases in which 
there was ulceration. The distance between the 
limb to be treated and the lamp varied from 30 to 
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50 cm. The first treatment was continued for five 
minutes and each of the succeeding treatments for 
five minutes longer. The second treatment was given 
on the next day after the first, and the succeeding 
treatments every other day. Five or six treatments 
are necessary. The pain generally stops after the 
first treatment. JastRAm (Z). 


Yankauer, S.: Symposium on Borderline Diseases. 
Laryngoscope, 1921, XXXi, 101- 

This article is limited to the diseases of the lungs 
and bronchi which have been brought into the field 
of the laryngologist by the invention of the broncho- 
scope. 

The author is convinced not only that bronchos- 
copy is indispensible for the diagnosis of obscure 
pulmonary lesions but also that the indications for 
surgical interference in operable conditions of the 
chest can be determined most accurately by this 
means. Among about 60 pulmonary cases he has 
been able to discover 13 cases of tumor of the lung, 
both benign and malignant, and to verify the diag- 
nosis by microscopic examination of specimens 
bronchoscopically removed; among these cases he 
found a few foreign bodies not previously suspected 
and not demonstrable by means of the X-ray. 
Cases of pulmonary suppuration have been benefited 
and a few of them cured by bronchoscopic irrigation. 

The most striking results have been obtained in 
the treatment of whooping cough. The author feels 
justified in stating that daily injection into the larynx 
of 20 to 30 minims of a 4 per cent solution of anti- 
pyrin by means of the direct layngoscope will usually 
cause an immediate and very decided diminution in 
the number and severity of the attacks of coughing, 
and that in some cases the disease will be aborted 
by a single treatment. W. H. NADLER. 


Powers, C. A.: The Work of the American Society 
for the Control of Cancer. Med. Rec., 1921, xcix, 
211. 


The American Society for the Control of Cancer 
had its origin in the American Gynecological Asso- 
ciation, delegates from which met in May, 1913, 
with delegates from the American Surgical Associa- 
tion and other representative national bodies to 
found a _ national organization “‘to disseminate 
knowledge concerning the symptoms, diagnosis, 
treatment, and prevention of cancer, to investigate 
the conditions under which cancer is found, and to 
compile statistics in regard thereto.” 

In an address delivered in the Fall of 1920, 
Greenough stated that in the cancer problem four 
lines of attack present themselves for consideration: 

1. The education of the public regarding the 
early symptoms of the disease 

2. The instruction of the medical profession as 
to the actual facts of this serious situation in order 
to bring about earlier diagnosis. 

3- The promotion of investigations on the part 
of surgeons in regard to more effective means of 
operative treatment. 
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4. The promotion of investigations in the labora 
tory in regard to the causes of cancer and methods of 
treatment other than operation. 

It is well known that even today an average 
period of ten months elapses between the discovery 
by the patient of the first symptoms of cancer and 
the time he seeks medical advice. It is the aim of 
the Society to reduce this period as nearly as possible 
tooneday. Further, it is endeavoring to aid the prac- 
titioner in acquiring the ability to make a thorough, 
suitable examination and to give adequate advice. 

Cancer is often considered a disgrace. It is in no 
way a disgrace; it is only one of the most terrible 
of misfortunes. One of the important duties of the 
Society consists in familiarizing the people with the 
word “‘cancer,” teaching them that the condition is 
not a blood disease, that it is not contagious, and that 
it cannot be communicated by one person to another. 

Under the chairmanship of Greenough of Boston, 
a committee of the Society has prepared a handbook 
for the profession which is to be distributed as 
widely as possible. 

A special pamphlet has been prepared also for 
nurses. No activity in the domain of cancer can be 
more important than this, and the most valuable 
way of instructing the people regarding the simple 
facts connected with cancer consists in giving well- 
considered talks to groups. In these talks the 
plain leading facts should be stated. The early 
symptoms in such regions as the breast, the uterus, 
the skin, the lip, etc., should be described in simple, 
non-technical language. 

Publicity is the keynote to the campaign. The 
universally distributed motion picture houses of 
today are capable of furnishing wonderfully effective 
publicity. In preparing for a cancer campaign in 
Denver the following notice was set out during 
periods varying from two or seven days in eight of 
the principal downtown motion picture theaters: 

“‘Cancer—The American Society for the Control 
of Cancer says: 

“‘t, That 85,000 people die yearly in the United 
States from this dread disease. 

“2. That the majority of these deaths could be 
prevented if the condition were taken early. 

“*3. That in early recognition lies the hope of cure. 

““Cancer campaign in Denver next week! Watch 
the newspapers for notices.”’ 

Such publicity is very effective and might be em- 
ployed in practically every city, and even in small 
towns, in the United States. 

Powers believes that in time a specific for the 
prevention or cure of this disease will be found. 
Even then, however, education will have its place, 
and in the meantime education holds first place. 

M. I. MALONEY. 


Broders, A. C.: Squamous-Cell Epithelioma of the 
Skin. Ann. Surg., 1921, lxxiii, 141. 
The broad term ‘skin cancer” usually includes 
basal-cell epithelioma, or rodent ulcer, and squam- 
ous-cell epithelioma. It should include four types 











of epithelioma; that is, basal-cell, squamous-cell, 
melanotic, and non-melanotic melano-epithelioma. 
On the basis of 100 their capacity to cause death 
is approximately 35 for the first, 65 for the second, 
and g5 for the last two types. The recognition of 
the type is therefore important from the standpoint 
of prognosis. Carcinoma of the sweat and sebaceous 
glands should not be included in this classification 
of “skin cancer’ any more than cancer of the 
breast. 

No cells of the body are more prone to change their 
form than epithelial cells. Not infrequently cells 
are seen in neoplasms which closely resemble muscle 
cells and fibroblasts, but their origin can be traced 
directly to the basal layer of the skin. The malig- 
nant epithelial cell is capable of polymorphism. 
When a squamous-cell epithelioma develops in an 
organ in which columnar epithelium is found nor- 
mally, however, the regenerative cells which under 
ordinary circumstances produce columnar epithelium 
produce squamous epithelium instead. 

The habitual use of the term “cancerous degen- 
eration”’ isincorrect. MacCarty believes that cancer 
is a regenerative rather than a degenerative process. 
Cancer like any other tissue may degenerate as the 
result of the action of enzymes or deprivation of 
nourishment effected by fibrous connective tissue. 
The body cells are subject to anabolism and kata- 
bolism. Chronic destruction of epithelial tissue is 
often followed by cancer; for example, an ulcer on 
the lip. The destruction is katabolic; the regenera- 
tion of the cells of the germinal layers is anabolic. If 
this latter process predominates, the ulcer is healed 
by normal epithelium; if the former predominates, 
the ulcer continues to grow. If cancer develops 
on the border of the ulcer, however, it has both 
regenerative and destructive properties. Cancer 
cells are undifferentiated cells which possess the 
power to invade and migrate and, depending on their 
degree of cellular activity, the power to cause the 
death of the entire organism. 

All malignant neoplasias are regenerative destruc- 
tive processes probably following excessive chronic 
destruction of differentiated cells. In support of 
this view is the conclusion of Maud Slye: ‘‘ Cancer 
and reproduction both being growth processes, draw 
upon the same energy residuum and are made pos- 
sible by the same food. Hence the food and energy 
used by one are withheld from the other.” 
Also upholding it is the fact that if the female is 
constantly pregnant, energy and food are withheld 
from the tumor and it grows with extreme slowness, 
while if well-advanced tumor growth considerably 
antedates pregnancy, offspring are rarely brought to 
birth, or if they are delivered, they are few, small, 
and undernourished, and rarely suckle. 

Broders previously brought out the fact that the 
more epithelioma tends to differentiate, the lower the 
degree of malignancy; he believes that this principle 
can be applied to malignant neoplasia in general. 

Squamous-cell epitheliomata of the skin and lip 
are graded 1 to 4, depending on the degree of cellu- 
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If the epithelioma shows a marked 
tendency to differentiate, that is, if about three- 
fourths of its structure is differentiated epithelium 
and one-fourth is undifferentiated, it is graded 1. If 
the percentage is about equal, it is graded 2. If the 


lar activity. 


undifferentiated epithelium forms about three- 
fourths of it and the differentiated one-fourth, it is 
graded 3. If the cells have no tendency to differen- 
tiate, it is graded 4. The number of mitotic figures 
and the number of cells with single, large, deeply 
staining nucleoli, one-eyed cells, are important 
factors in the grading. An endothelial leucocyte is 
also a one-eyed cell, but differs from the true one- 
eyed cell of malignancy in that it lacks body. Not 
all malignant cells have a single nucleolus. As a 
rule the more malignant the neoplasm the more ir- 
regular and ill-defined are its cell nuclei. Cells 
which are incapable of regeneration are not cancer 
cells; on this reasoning, the basis of grading epi- 
theliomata is formulated. 

The author reports 256 cases of squamous-cell 
epithelioma of the skin which represent 12.8 per 
cent of 2,000 cases of general epithelioma observed 
in the Mayo Clinic from November 1, 1904, to 
July 22, 1915. This type of epithelioma occurs 
more often in males than in females, the proportion 
being 4 to1. The average age is 59 years. The site 
of cancer was preceded by a mole, wart, pimple, 
scab, ulcer, leukoplakia, crack, wen, blister, or lump 
in 51 percent. There was a history of injury in 23 
per cent; the average duration of the lesion was 
four years. Seventy-eight per cent of the epithelio- 
mata occurred above the clavicle. Twenty-eight 
per cent of the patients had been treated with 
acid, paste, plaster, etc. previous to their admis- 
sion. 

Twenty-six per cent had been operated on before 
entering the Clinic; 92 per cent were operated on 
at the Clinic. Regional lymph nodes or salivary 
glands were not removed in 77 per cent; metastasis 
was demonstrated in 61 per cent of the 22 per cent 
in which these glands were removed. Cervical 
lymph nodes were involved in 31 per cent; sub- 
maxillary lymph nodes in 28 per cent; parotid 
lymph nodes in 25 per cent; the parotid salivary 
gland in 25 per cent; and axillary and inguinal 
lymph nodes each in 15 per cent. Grade 1 repre- 
sents 8 per cent; Grade 2, 70 per cent; Grade 3, 
17 per cent; and Grade 4, 5 percent. The average 
duration of the lesion according to grade was long- 
est in Grade 2, five years, and shortest in Grade 
3, three years. The size of the lesion was largest 
in Grade 4 and smallest in Grade 1. 

Fifty-two per cent of the patients operated on and 
traced are dead and 48 per cent are living. Eighty- 
two per cent of the living patients report good re- 
sults, having been free from the disease on an aver- 
age of seven years. Of those who died, 65 per cent 
died of epithelioma. Those treated with plasters, 
etc. before entering the Clinic did not have such 
good results as those not so treated. Ten per cent 
of patients with metastasis are living; no patient 
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with cervical lymph nodes or more than one group 
of any lymph nodes involved has been reported as 
living. All patients reported dead who had metas- 
tasis, died of epithelioma. 

Sixty per cent of those operated on and in whom 
no metastasis was demonstrated are living and in 
good condition. Good results were obtained in 6 
per cent of the cases with metastasis, in 78 per 
cent of those without metastasis, and in 66 per 
cent of those in which no regional lymph nodes or 
salivary glands were removed. Poor results were 
obtained in 86 per cent of the cases with metastasis, 
in 22 per cent of those without metastasis, and in 
25 per cent of those in which no lymph nodes or 
salivary glands were removed. The known cases 
of death from epithelioma were: Grade 1,0; Grade 
2, 61 per cent; Grade 3, 86 per cent; Grade 4, 100 
per cent. The total good results are: Grade 1, 93 
per cent; Grade 2, 65 per cent; Grade 3, 41 per 
cent; and Grade 4,0. The total poor results for 
Grade t are 0; Grade 2, 26 per cent; Grade 3, 
54 per cent; Grade 4, 100 per cent. 

The article is made very comprehensive by the 
addition of 18 photomicrographs illustrating the 
four grades of epitheliomata and other points in the 
microscopic pathology. Diagrams show the sites 
of the lesions and their points of metastasis. There 
are also 19 very complete statistical tables. 

C. F. ANDREws. 


SERA, VACCINES, AND FERMENTS 


Laemmerhirt: The Results of Treatment with 
Friedmann’s Vaccine in Surgical and Pul- 
monary Tuberculosis (Ueber Heilerfolge bei chi- 
rurgischer und bei Lungentuberkulose mit der 
Friedmannschen Vaccine). Med. Klin., 1920, xvi, 
553- 

Laemmerhirt summarizes the results of the use of 
Friedmann’s vaccine in surgical and pulmonary 
tuberculosis as follows: 

Recovery occurred in 9 cases of surgical tuber- 
culosis, some of which were old and had _ been 
treated unsuccessfully by other methods. In 1 case 
of tuberculous caries of the sternum the vaccine 
failed. Three cases in which combined methods 
were used are not taken into consideration as the 
effect of the vaccine cannot be judged accurately. 
In pulmonary tuberculosis it is not fair to use as a 
test cases in which the general health has suffered 
seriously because of extensive destruction of lung 
tissue; only more or less fresh cases with marked 
signs of activity of the process, such as fever, night 
sweats, and emaciation, and so far as possible with 
the presence of tubercle bacilli in the sputum, 
should be employed. Incipient cases also should be 
excluded as they sometimes become cured spon- 
taneously. 

Four cases of incipient and not very active pul- 
monary tuberculosis which were treated with the 
vaccine showed improvement or clinical recovery. 
In 4 very advanced cases early improvement was 
followed by death. Thirteen cases of severe but not 


hopeless disease showed a decrease in the toxic 
symptoms and in most of them, even those in which 
the larynx was involved, there was also an objective 
improvement. In other cases the vaccine therapy 
failed entirely. Twelve patients with open, active, 
but not very far advanced tubegculosis improved 
rapidly and some of them completely recovered 
with disappearance of the tubercle bacilli. 

In the author’s opinion there is no longer any 
doubt as to the specific curative effect of the Fried- 
mann vaccine. He regards the method as a decided 
advance in the treatment of tuberculosis. Further 
work must be done, however, to determine the exact 
manner in which it should be used and to settle 
certain questions such, for example, as its use in 
mixed infection. Laemmerhirt has never seen any 
injurious «:ffects due to the vaccine. CREITE (Z). 


BLOOD 


Stevens, F. A., Brady, J. W. S., and West, R.: The 
Relation between the Virulence of Streptococci 
and Hemolysin. J. Exper. M., 1921, xxiii, 223. 

Since the original observations on streptolysin by 
Marmorek in 1902 there has been much discussion 
concerning the relationship between the hemolytic 
property and the pathogenicity of streptococci. 
Clinical and laboratory studies have been made, 
but because of the complexity of the problem the 
opinions arrived at have been contradictory. In 
1914 the literature was reviewed by McLeod. Mc- 
Leod believed that there is an intimate connection 
between hemolytic power and virulence, but stated 
that up to that time no solution of the problem had 
been generally accepted. 

To attempt to solve the problem purely on a clini- 
cal basis was obviously impossible on account of the 
great variations in susceptibility of individuals to 
infection. This was undoubtedly the reason why 
observations depending on the course of any infec- 
tion as an indication of pathogenicity led to such in- 
definite and opposed conclusions. If it were possible 
to establish definite facts in the laboratory under 
constant environment suitable for the growth of the 
bacteria it is probable that the same methods might 
be applied to the clinical phase of the problem. 

According to McLeod, the ideal laboratory ex- 
periment would consist in testing the hemolytic 
power of the streptococcus iz vivo. However, as 
there are no trustworthy methods by which this 
can be accurately carried out, the obvious alterna- 
tive consists in observing the hemolytic titer of 
virulent strains in the serum of the animal for which 
they are pathogenic. The authors attempted to 
use rabbits in this manner but had great difficulty in 
obtaining strains of cocci which were of constant 
virulence, and found that the hemolytic titers of 
cultures growing in rabbit serum varied consider- 
ably. Because of these difficulties they attempted 
first to determine the relation between pathogenic 
and non-pathogenic strains in respect to hemolytic 
power when they were grown in the serum of an 

















animal for which their virulence had not been espe- 
cially increased. 

The character of the media employed was un- 
doubtedly the most important essential for the pro- 
duction of strong hemolysin. Beef infusion broth 
to which horse serum was added to 20 per cent of the 
volume was found to be the most satisfactory for the 
comparison of various strains. When the broth was 
made with 2 per cent peptone the titers were quite 
constant in different experiments with the same 
streptococcus. To insure uniformity all the media 
used in this series were made at the same time from 
the same lot of beef infusion. They were titrated 
so that the pH was 7.6 after sterilization, and were 
distributed in quantities of 80 c.cm. in 250 c.cm. 
pyrex flasks. The horse serum was obtained from 
the same animal in each instance. While it was 
still fresh, 20 c.cm. were added to each flask. The 
contents of the flasks were then inactivated at 56 
degrees C. on three successive days and then stored 
on ice until used. In this way it was possible to 
grow the cultures under conditions in which avail- 
able protein substances and the anti-hemolysins 
were constant. 

Five strains of the beta type of streptococci 
obtained from acute human infections, in some in- 
stances from the blood stream and in others from 
pleural exudates, were used. They conformed to the 
streptococcus pyogenes of Holman and gave a final 
hydrogen-ion concentration of pH 4.9 to 5.2 in glu- 
cose broth. Before these strains were used for the 
authors’ experiments they were stored on blood 
agar and transplanted at frequent intervals during a 
period of several months in order that they might 
lose their original virulence for animals. 

At the beginning of the experimental work the 
invasive power of each strain was determined on 
mice of approximately the same weight. They were 
then passed through mice by intraperitoneal injec- 
tion and obtained in pure culture from the heart’s 
blood. The doses were regulated so that the animals 
died within twenty-four hours. After each passage 
the strain was transferred to rabbit blood agar in 
the second subculture. When each streptococcus 
was sufficiently invasive, the avirulent and virulent 
forms were transplanted from the blood-agar tubes 
into horse-serum broth and then, after an interval 
of fourteen to eighteen hours, the trial flasks of 
bouillon were seeded with the necessary quantities 
of these cultures. In this way the streptolysin pro- 
duction was determined with actively growing cocci 
which were accustomed to the media in which the 
test was made. After the hemolysin tests, the viru- 
lence of the streptococci was again determined on 
mice with the corresponding subcultures from the 
stock media. Several experiments were performed, 
the results of which are given by the authors in a 
series of tablesand charts and summarized as follows: 

Strains of streptococci whose virulence had been 
increased for any one species of animal did not pro- 
duce greater concentrations of hemolysin than the 
original strain. Furthermore, the origina! culture 
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showed a tendency to grow more rapidly than the 
more pathogenic form, and to reach the height of 
hemolysin production at an earlier stage during the 
growth of the culture. These conclusions apply 
only to experiments in which the serum used in the 
media was from a species not employed for the ani- 
mal passages. G. E. Bemsy. 


Szenes, A.: The Effect of Thromboplastic Sub- 
stances on Blood Clotting (Ueber die Beeinfluss- 
barkeit der Blutgerinnung durch thromboplastisch- 
wirkende Substanzen). Mitt. a. d. Grenzgeb. d. 
Med. u. Chir., 1920, xxxii, 627. 


This question was tested by the most accurate 
method of determining blood clotting, the original 
Wright method. The author reports the effect on 
the human organism of injections of salt, extracts of 
organs, and calcium. 

The effect of hypertonic salt solution on blood 
clotting is shown in the form of a wave-like curve. 
Clotting is at first delayed and then hastened, the 
second phase lasting longer than the first. Expressed 
extract of thyroid in doses as high as 40 c.cm. was 
injected under the breast and followed immediately 
by intravenous injections of 10 per cent salt solu- 
tion. In persons with normal blood this combined 
method decreased the clotting time below that 
noted when salt solution was used alone. In persons 
with diseases of the blood there was a relatively 
slight reaction to the combined injection. A dis- 
tinctly toxic effect was observed in a full-blooded, 
healthy young man with a traumatic effusion of the 
knee joint. 

Lung extracts of young rabbits caused a hasten- 
ing of the clotting time. The effect, however, was 
not as great as that of the human thyroid extract 
and much more painful. Extract of testicle had no 
effect, possibly because the amount used was small. 
Experiments with intramuscular injections of cal- 
cium gelatine were given up because they were so 
painful and because they had almost no effect on 
the clotting time. 

Following the intravenous injection of calcium no 
initial delay in clotting was observed; it seems to 
have been present but passed very quickly. 

After a few minutes there was increased rapidity of 
clotting which did not reach its maximum until 
after several hours. Because of this long duration 
of its effect on the clotting time, the intravenous 
injection of calcium is superior to any of the other 
methods used. Occasionally, however, even this 
fails. Cottey (Z). 


BLOOD AND LYMPH VESSELS 


Gradenigo, G.: Ligation of the Jugular Vein in 
Otitic Pyemia (Sulla legature della giugulare 
nella piemia otitica). Riforma med., 1921, xxxvii, 
126. 

Ligation of the jugular vein has been advocated as 

a measure directed against the penetration of 

infecting organisms into the circulation, but otolo- 
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gists are divided in their opinion regarding the 
curative value and the dangers of the procedure. 
Statistics show that in otitic infections simple sinus 
operations are as frequently followed by recovery 
as ligation of the jugular. 

In the case of a youth 20 years of age who had 
acute purulent otitis media on the left side following 
tonsillitis the affection assumed the aspect of a 
particularly severe osteomyelitis of the temporal 
bone. Despite a wide intervention on the mastoid, 
the disease took a typical pyamic course which was 
not modified by an exploratory operation on the 
sinus. In this operation the sinus was found pervious 
and without thrombus. On the second day the 
author ligated the jugular vein. The infective 
process was immediately arrested and an easy 
convalescence followed with complete recovery. 

The author states that this case demonstrates 
the efficacy of jugular ligation in otitic pyemia 
not complicated by infective thrombosis of the 
sinus. No complication in the venous circulation 
of the head need be feared; repeated ophthalmoscopic 
examinations did not reveal] any modifications in the 
vascular conditions of the fundus oculi on the affected 
side as compared with the othereye. W.A.BRENNAN. 


Hare, H. A.: The Treatment of Aortic Aneurism 
by Wiring and Electrolysis: A Further Report. 
J. Am. M. Ass., 1921, |xxvi, 587. 

Hare has previously reported a considerable num- 
ber of cases of sacculated aneurism of the aorta 
treated by wiring and electrolysis. Since then, three 
others have been successfully treated in this way. 
The second case was so advanced when the patient 
came under observation that anything more than 
palliation and brief prolongation of life was not to 
be expected. 

One of the most important effects of the operation 
is the relief of pain. This is usually immediate. 

E. C. RopirsHeK. 


Klapp: The Treatment of Varices by Percutaneous 
Ligation (Ueber Varicenbehandlung mit vielen per- 
cutanen Umstechungen und ueber Varicenbehand- 
lung). Deutsche med. Wehnschr., 1921, xlvii, 9. 


The ligation described may be done under general 
or lumbar anesthesia, the leg being elevated or sus- 
pended in a sling. Before the leg is elevated the 
varices are marked with starch solution after being 
painted with weak tincture of iodine. They are 
then painted with iodine again. Subcutaneous 
ligations with catgut are made with a needle. Be- 
tween 40 and 50 ligatures are generally sufficient. 

If the granulations are clean, Klapp uses this 
method even when there are open ulcers, but the 
sutures should not be applied very near an ulcer. 
The course of recovery is extraordinarily painless. 
In varicocele Klapp seizes every tortuous vein with 
a Kocher forceps, draws it to one side, and ties it 
off. The testicle is raised by shortening the cre- 
master muscle, which is also isolated and tied off. 

Cotmers (Z). 
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Schultze, E. O. P.: A New Method of Operating on 
Varicose Veins (Ueber eine neue Methode der 
Varicenoperation). Zentralbl. f. Chir., 1920, x\vii 
1482. 

After ligating the saphenous vein at the usual 
point in the ankle, a continuous suture is begun 
with iodized catgut and carried upward in spiral 
turns, the individual sutures being placed close 
together where they catch the veins and the spiral 
turns being about three finger-breadths from each 
other. A centimeter and a half above the first series 
of sutures a second series is begun. The individual 
sutures are drawn tightly and reach down to the 
fascia. If the vein bleeds, another suture is passed 
entirely around it. The sutures are continued 
upward to at least a hand’s breadth above the last 
varicosity. The stitches are left in until they are 
absorbed. The patient is kept in bed for two weeks. 

RAESCHKE (Z). 


GENERAL BACTERIAL INFECTIONS 


Klose, F.: The Etiology and Specific Treatment of 
Gas (dema (Ueber die Aetiologie und spezifische 
Behandlung der Gasoedemerkrankung). Ergebn. 
d. Hyg., Bakteriol., Immunitactsforsch. u. exp. 
Therap., 1920, iv, 1. 


Malignant cedema and gas phlegmon show trans- 
ition stages and the same causative agent both 
clinically and in pathological anatomy. The clinical 
course depends not only on the degree of virulence 
of the bacteria, but also on the specific action of 
several kinds of anaerobes, the different types pro- 
ducing gradual transition stages from gas phlegmon 
to malignant cedema. 

It is generally known that there are many types 
of bacilli which produce gas cedema. These may be 
classified into three groups: (1) the group of non- 
motile butyric acid bacilli (the pathogenic member 
of the group is the Welch-Fraenkel gas bacillus) ; 
(2) the group of motile butyric acid bacilli; and 
(3) the group of motile putrefying bacilli. 

The clinical diagnosis cannot yet be made by 
bacteriological and serological methods. The posi- 
tive finding of pathogenic strains of gas bacilli is not 
decisive as most gunshot wounds show anaerobic 
infection though not more than from 1 to 3 per cent 
of them develop gas cedema. A _ bacteriological 
diagnosis cannot be made for several days and then 
it is too late for treatment. 

The chief therapeutic measures are the surgical 
cleansing of the wound and the removal of foreign 
bodies. Conradi and Bieling recommend the use of 
anthrax vaccine No. 1 made by the Hoechster Com- 
pany for the treatment of gas cedema in man. This 
may fail in some cases as it is made with only one 
type of bacillus. The serum made by Aschoff and 
Klose is polyvalent and contains all three groups; 
it is obtained by the immunization of horses and is 
a bactericidal and antitoxic serum. 

The use of this serum must be prophylactic. A 
prophylactic dose of 20 c.cm. should be injected 
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intramuscularly in the buttock or breast as soon as 
the patient arrives at the dressing station. The 
protective effect is increased when, within the first 
three days, especially if the patient is transported 
or the dressings are changed or an operation is per- 
formed, several doses of the serum of 10 c.cm. each 
are given. The serum may be useful therapeutically 
in connection with surgical procedures. From 20 
to 60 c.cm. or even as.much as 150 c.cm. may be 
given intramuscularly and repeated for the first few 
days. KLosE (Z). 


The Bacterial Flora of Wounds (Zur 
Deutsche med. Wehnschr., 


Klug, W. J.: 
Wundbakterienflora). 
1921, xlvii, 14. 


The author reports a case in which, after opera- 
tion for gangrenous appendicitis, Plaut-Vincent 
bacteria were found in the wound. The course of 
the case was complicated by a bilateral thrombosis 
of the saphenous vein and pneumonia. The granu- 
lating wound showed nothing characteristic of 
Plaut-Vincent bacteria except that the granulations 
were very sensitive and showed no tendency to 
produce epithelium. 

These fusiform and spirochete infections may 
have arisen from secondary infection of the wound, 
or the appendicitis may have been due to such an 
infection originally. In man, both these forms of 
bacteria appear in the mouth and intestine, and 
cases of appendicitis attributed to them have been 
described in the literature. 

In the case reported the patient had filled and 
carious teeth. These are favorite locations for the 
bacteria described, and therefore it is probable that 
the appendicitis was caused by them and that the 
abdominal wound was infected during the removal 
of the gangrenous appendix. In cases of appendix 
wounds which do not heal readily examination 
should be made for these bacteria. VorscHuErz (Z). 


Olitsky, P. K., and Gates, F. L.: Experimental 
Studies of the Nasopharyngeal Secretions from 
Influenza Patients. I. Transmission Experi- 
ments with Nasopharyngeal Washings. J. 
Exper. M., 1921, xxxiii, 125. 

In planning the experiments reported the authors 
had in mind the possible presence in the naso- 
pharynx of persons suffering from acute epidemic 
influenza of some agent which might have an effect 
on animals. In considering the criteria of activity of 
this agent they thought first of the well-known 
phenomenon in man of leucocytic depression involv- 
ing especially the mononuclear cells during the 
acute influenzal attack, and next, of the more or 
less pronounced but possible transient changes in 
the lungs which conceivably might predispose to the 
severe pneumonias often accompanying the attack 
of influenza as a secondary or concurrent infection. 

This study was made during the course of over 
one and one-half years in three successive periods. 
In the first period, which coincided with the epidemic 
wave of 1918-19, cases of acute uncomplicated in- 
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fluenza and persons who had never been affected 
were studied. The second period included the 
late autumn of ror9, during which influenza did 
not prevail in New York in epidemic form. During 
this interepidemic period normal persons were 
studied as controls. The third period was the winter 
of 1920, in which the epidemic returned. At this 
time additional cases of the disease were available 
for investigation. By proceeding in this manner 
the authors hoped to check the results for each 
period against the others. They believe that they 
succeeded in this undertaking, and therefore present 
their findings with more or less confidence. 

The outstanding difficulty in the choice of sub- 
jects to be employed arose from the necessity of 
selecting, on the one hand, cases of undoubted acute 
influenza, and, on the other hand, perfectly healthy 
persons who had never suffered from the disease. 
In the end the second requirement was more easily 
fulfilled as the circumstances of the undertaking 
made possible a leisurely and painstaking choice of 
subjects. When uncomplicated influenza was stud- 
ied, however, it was necessary to choose the subject 
at once as the epidemic wave of the disease was 
notably brief, being prolonged chiefly by secondary 
respiratory infections. 

The criteria which were used as guides in the 
selection of cases of influenza were abrupt onset 
of the condition with chilliness, fever and prostra- 
tion, and headache associated with muscular pain, 
especially in the back and limbs. Among the early 
symptoms were flush and suffusion of the face, in- 
jection of the conjunctiva, soreness of the throat, and 
a harsh, unproductive cough. In the early stages no 
physical signs were detected in the chest, gastro- 
intestinal symptoms were inconspicuous, and disturb- 
ances referable to other internal organs were not 
complained of or detected by physical examination. 

These symptoms, although striking, were rarely 
such as could be measured accurately. However, 
there was one sign of quantitative value, namely, 
the leucocyte picture. Uncomplicated influenza 
showed a pronounced leucopenia affecting the 
absolute number of mononuclear cells, chiefly of 
the lymphocytic variety. This was persistent and 
even resisted at times secondary infectious processes, 
€.g., pneumonia in which leucocytosis was the rule. 
Great reliance was placed on this quantitative sign. 
The symptoms and effects persisted for from one to 
three days. Convalescence, initiated by a lysis fall 
of temperature, then set in, and recovery promptly 
followed. 

Saline washings from the nose and throat were 
studied. These were obtained from 8 cases of in- 
fluenza within the first thiry-six hours of the dis- 
ease, and from 12 cases at later stages, including the 
period of convalescence or the period of post-influen- 
zal pneumonia. In addition, 14 persons who had not 
been affected were tested during the epidemic or 
interepidemic period. 

In earlier experiments on animals the authors em- 
ployed rhesus monkeys. These were found to be 
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unsatisfactory, however, as they are scarce in this 
country and frequently suffer from pulmonary 
lesions of a tubercular or other type. The experi- 
ments required animals more readily available and 
free from respiratory affections of any nature. 
Therefore in the later investigations rabbits were 
used. 

An active substance was detected by the methods 
described in 5 patients in the early stages of epi- 
demic influenza during 1918-19 and in 2 patients in 
the early stages of epidemic influenza during 1920. 
It was not detected in 12 cases of the same disease 
in which the onset of obvious symptoms occurred 
more than thirty-six hours before the washing of 
the nasopharynx was carried out or in the secretions 
of 14 persons free from the syndrome of influenza 
either during the epidemics or in the interval be- 
tween them. 

By means of this substance a clinical and patholo- 
gic condition was induced in rabbits which affected 
the blood and pulmonary structures mainly, and 
which was maintained and carried through at least 
I5 successive animals. For this reason, and also 
because of the dilution between the passages, the 
authors were led to believe that they were dealing 
with the actual transmission of a multiplying agent 
rather than a passive transference of an originally 
active substance. 

In some of the experiments secondary infections 
due to ordinary bacteria were encountered. The 
relation of these micro-organisms to this active 
substance will be dealt with in a future paper. 
The essential effects were produced by a substance 
wholly unrelated to these bacteria. 

The similarity between the effects produced on 
the blood and lungs of rabbits and those occurring in 
man in epidemic influenza suggested a subject for 
further investigation on the inciting agent of epi- 
demic influenza. G. E. Bemey. 


SURGICAL DIAGNOSIS, PATHOLOGY, AND 
THERAPEUTICS 


Ahlswede, E.: Digestion of Keloids, Cicatrices, and 
Buboes with Pepsin-Hydrochloric Acid. Arch. 
Dermat. & Syph., 1921, iii, 142. 


The latest histologic experiments of Unna have 
proved that the digestive power of pepsin and hydro- 
chloric acid combined penetrates the horny layer 
of the epidermis and that this combination may be 
used for carrying other chemical agents through the 
horny layer. 

Experiments were first made on keloids and scar- 
ring due to burns to test the possibility of digesting 
the fibrous (collagenous) tissue which is the chief 
element in these scars. The following solution 
was used: pepsin, 10 c.cm.; muriatic acid, 1 c.cm.; 
phenol, 1 c.cm.; distilled water to make 200 c.cm. 
Phenol was added to prevent possible putrefaction 
of the decaying tissue. Compresses of absorbent 
cotton soaked in the digestive solution were applied 
and then covered with an impermeable cover. 


The cosmetic effect on scarring due to burns was 
excellent. In many cases of fresh scars no trace 
was left after a systematic application of the method. 

These successes led to the local treatment of ulcus 
durum, a reaction of the organism against spiro- 
cheta pallida consisting chiefly of hypertrophy of 
the fibrous tissue surrounding the blood vessels. 
The induration was digested by similar compresses 
with pepsin-hydrochloric acid. 

Cases of adenitis caused by different infections, 
such as buboes following soft chancre, were also 
treated in the same manner and with uniform suc- 
cess. 

In the treatment of tuberculous glands in children 
pepsin compresses represent a good substitute for 
surgical treatment. The incision of tuberculous 
glands is not always free from risk as more than one 
case of lupus has had its origin in this procedure. 

M. I. MALONEY. 


Bartlett, W.: Painless Hypodermoclysis. Ann. 
Surg., 1921, Ixxiii, 161. 

The vicarious administration of water has been 
revolutionized in Bartlett’s clinic by the employ- 
ment of local anesthesia from the beginning to the 
end of the procedure. Extensive use of infiltration 
anesthesia suggested the substitution of very dilute 
novocaine in place of plain salt solution or distilled 
water. In the evolution of this method Bartlett 
gave by hypodermoclysis gradually increasing 
amounts of fluids in which from time to time the 
quantity of novocaine was cut down first from one- 
half to one-quarter, then to one-eighth, and finally 
to one-sixteenth of 1 per cent without appreciable 
effect upon its anesthetic action. It was but a 
further step in the technique to add sterile morphine 
to the hypodermoclysis fluid. The dosage is to be 
determined by the rapidity of inflow, the patient’s 
age and condition, and all the other elements which 
must be considered ordinarily in the employment of 
this drug. 

When hypodermoclysis is used in a condition 
attended by a fall of blood pressure, such as shock 
or hemorrhage, adrenalin is added to the fluid. 

The use of freshly distilled water instead of salt 
solution was begun in 1915, but the author is not 
sure that sterile water, which is not an isotonic sub- 
stance, can always be employed without undesirable 
local effects. On some occasions its use has been 
followed by tissue changes. These, however, are 
noted also when salt solution is injected. 

The apparatus used consists of the ordinary 
700-c.cm. glass drip bottle, a rubber tube 1 vd. long 
controlied by a screw clamp, and a long, slender 
needle. The inflow is regulated according to the 
rate of absorption, the water-logged area never being 
allowed to become unreasonably tight as this would 
result in pressure necrosis. In some cases the 
needle may become plugged and it is necessary to 
withdraw it and clean it with a wire. 

The flank midway between the lower ribs and the 
prominent upper curve of the ilium is the site of 





WEG ay 


eNO Cat 




















election for the injection since less subsequent 
damage has occurred here than elsewhere. The 
introduction of the needle is made painless by 
spraying the skin with ethyl chloride. After the 
needle has been introduced the region is covered 
with a small square of gauze held in place with ad- 
hesive. 

In some few instances the ordinary sight drip 
apparatus has been employed, 40 to 80 drops being 
introduced per minute, but any form of graduated 
clamp may’be used. 

Hypodermoclysis has given the author greater 
satisfaction than any other method of introducing 
fluids vicariously. It is not ideal, however, nor is 
any other procedure but drinking. In most cases a 
continuous inflow of 14 per cent novocaine can be 
maintained as long as indicated without causing 
discomfort or toxic symptoms. M. I. MALoneEY. 


ROENTGENOLOGY AND RADIUM THERAPY 


Stevens, J. T.: The Management of Toxic Goiter 
with Radiation. N. York M.J., 1921, cxiii, 247. 


The author believes that in properly selected 
cases radiation with radium or the roentgen rays is 
the best method of treating toxic goiter. He prefers 
the roentgen rays because they can be produced in 
unlimited quantities at a comparatively low cost 
and of a quality closely approximating that of the 
gamma rays of radium. Radium is of advantage in 
that it is portable and easier to apply, and the tech- 
nique of its use is less tedious. The treatment should 
be carried out with the co-operation of a good inter- 
nist and the results should be controlled by basal 
metabolism tests. In this way the danger of over- 
radiation and the possible production of hyperthy- 
roidism may be avoided. If hyperplasia of the thy- 
mus is present, this gland also should be radiated. 

As regards the roentgen technique used, usually 
four fields or areas will be sufficient, the diseased 
area being crossfired from each.. The machine is 
set so that it will back up the equivalent of 90,000 
volts. A 6 mm. filter is used, and a focal distance 
of ro in. To each area or port of entry about 75 
milliampere minutes are administered according 
to the value of the particular machine used. The 
series is repeated at monthly intervals. The inter- 
val between treatments is lengthened as soon as 
the patient begins to gain weight, the pulse begins 
to slow down and becomes more regular, and the 
nervous symptoms decrease. 

In the severe cases it is not unusual for the 
patient to be more toxic in from one week to ten 
days following the first series of treatments. For 
this reason in severe cases it is advisable to begin 
by carefully increasing the milliampere minutes 
gradually. This stage is fortunately followed in a 
short time by complete or marked relief from the 
symptoms of hyperthyroidism. The tumor may 
decrease in size somewhat following the first series of 
treatments, but generally further radiation is neces- 
sary before much change is noted. It is not uncom- 
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mon for a goiter the size of a grapefruit to reach the 
size of a robin’s egg following from four to five 
series of treatments, the patient in the meanwhile 
enjoying perfect health. 

In conclusion the author states that metabolism 
tests show that at least 90 per cent of the toxic goi- 
ters can be cured by proper roentgen therapy. 
Radiation properly carried out is at present the 
method of choice in many of the medical centers 
throughout the world. It does not disfigure the 
patient for life, it is decidedly less dangerous than 
other methods and the results are at least as good 
as those obtained by other procedures, if not bet- 
ter. Many of the patients referred for radiation 
are those who are too ill to withstand operations 
and those that have had operative failures. The 
results obtained in these cases serve only to prove 
that in properly selected cases radiation is the best 
method. ApotpH Hartunc. 


Quick, D.: The Combination of Radium and the 
X-Ray in Certain Types of Carcinoma of the 
Breast. Surg.,Gynec. & Obst., 1921, xxxii, 156. 


The author and many others have found that 
much benefit may be obtained from the use of the 
roentgen ray in breast cancer. Radium also exerts 
a marked influence on this condition both when 
applied externally and when embedded in the 
growth. It isstriking to note in the literature that, in 
general, the workers in the two fields have kept dis- 
tinctly apart and only more recently has any effort 
been made to combine the two therapeutic agents. 

During the past two years at the Memoria! Hos- 
pital both agents have been used in cases of breast 
cancer when it was believed that the peculiar fea- 
tures of each were best adapted for the treatment of 
certain parts of the growth. While the use of 
radium over localized recurrent nodules and the 
use of the roentgen ray over the regional areas has 
been of distinct advantage, it was not in such cases 
that the combination was of most value. 

In all cases of localized bulky tumors, whether 
they were recurrences, lymphatic metastases, or 
primary inoperable growths, radium emanation 
was embedded in the substance of the growth in 
such a manner as to give a uniform, diffuse radiation 
throughout, especially in the deeper portion of the 
mass where the roentgen-ray effect was least. Fine 
glass capillary tubes, approximately 3 by 0.5 mm. 
in size, containing radium emanation were prepared 
in the physical laboratory for this purpose. Each 
tube contained from 1 to 3 mc. of emanation but a 
maximum of 2 mc. was considered best. Under 
local anesthesia and the observance of all precau- 
tions of surgical technique, these tubes were inserted 
through fine trocar needles throughout the sub- 
stance of the tumor in such number and strength 
as to give a uniform effect without causing gross 
necrosis of tissue. No open wound was left as an 
avenue of infection as the trocar needles were no 
larger than a medium-sized record syringe needle. 
The tubes were left in place permanently and be- 
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came encapsulated by fibrous tissue. The emana- 
tion decreased in strength at a definite rate, and 
as its strength at the time of its insertion was 
known, it was possible to calculate the exact total 
dosage to be derived from each tube. 

The prolonged radiation thus obtained, extend- 
ing over a period of several weeks, appeared to be 
more beneficial than the same total dosage delivered 
in a few hours. There was no filtration other than 
that afforded by the thin glass, and therefore prac- 
tically all of the beta radiation was utilized. This 
was probably the most valuable feature of the inter- 
stitial application of radium. 

The tubes were always inserted through intact 
skin and care was taken to avoid necrotic infected 
areas of tumor tissue so that infection would not 
be spread to the deeper parts of the neoplasm and 
aid in the breaking-down process. The emanation 
embedded in this manner takes care of the deeper 
part of the neoplasm and in no way interferes with 
the application of the roentgen ray to the surface. 

Unless there was some very definite reason to the 
contrary, every patient was then given roentgen-ray 
treatment in massive doses over the entire local 
and regional surface. The skin over the breast 
region and all regional lymphatic areas was divided 
into multiple portals, and massive doses of heavily 
filtered roentgen rays were delivered at cross- 
fire. In other words, the roentgen-ray treatment 
was made as thorough as though radium were not 
used. Increased intensity of the skin reaction was 
prevented by allowing for the different time factor 
in the oncoming reaction of the roentgen ray and the 
radium, and varying the roentgen-ray exposure over 
the local area to meet this properly. 

A few cases are cited as examples of types lending 
themselves best to treatment in the manner de- 
scribed. In all, 78 patients were thus treated. Of 
this number, 7 have shown complete regression in 
the treated areas and up to the present time have 
remained clinically free from disease for periods 
ranging from three months to more than two years. 
Twenty-one patients have shown partial regres- 
sion which is still progressing, but are not as yet 
clinically cured. Many patients have received 
temporary benefit only. In ro cases there was no 
improvement from the treatment, but in all of these 
the disease was not only far advanced locally but 
disseminated widely throughout the body. 

Fifty-seven of the growths treated were recurrert 
or metastatic tumors, while 21 were primary. With 
the exception of 1, they were all inoperable tumors. 
Of the 20 other patients, 1 has been clinically free 
from disease for six months, 8 are still showing con- 
tinued regression, the condition of 5 has been im- 
proved temporarily, 2 have been lost sight of, and 
the condition of 1 is unimproved. Three who were 
treated during the past four months are progressing 
favorably. 

The results from the combined use of the roentgen 
ray and radium in breast cancer up to the present 
time have led the author to the following conclusions: 


1. The roentgen ray occupies a place in the treat- 
ment of every case of carcinoma of the breast. 

2. In certain cases radium may be used to con- 
siderable advantage in combination with the roent- 
gen ray. 

3. The cases in which radium proves valuable in 
this combination are mainly: (1) localized flat re- 
currences where surface applications can be made 
directly over the lesion, (2) bulky recurrences where 
radium emanation can be embedded directly into 
the tumor, (3) cases of axillary involvement which 
are always difficult to influence favorably with the 
roentgen ray alone and in which radium emanation 
can be embedded in the neoplasm or in the axillary 
fat tissue so as to give a diffuse radiation of the axil- 
lary space from within, (4) inoperable primary 
growths where embedded emanation can be utilized 
to radiate the tumor from within, as well as the 
axilla and even the supraclavicular space in the 
same way, if necessary, (5) primary cases in which 
operation is refused and treatment may be carried 
out much in the same way as in the inoperable 
primary cases. 

4. In some instances the combination of radium 
and the roentgen ray may change an inoperable 
case into an operable case. ApotpH HARTUNG. 


Lewis, R. T.: The Disappearance of a Mediastinal 
Neoplasm under X-Ray and Radium Treat- 
ment. Proc. Roy. Soc. Med., Lond., 1921, xiv, 
Clin. Sect., 22. 


This article reports a case of sarcoma involving 
the cervical and axillary lymph glands, the medias- 
tinum, and the left lung. On four separate occa- 
sions the glands disappeared under the influence of 
roentgen and radium therapy and there was retro- 
gression of the growth in the chest. Ultimately, 
however, there was another recurrence from which 
the patient died. ApotpH HaArtTunc. 


Alvarez, W. C.: Peristalsis in Health and Disease. 
Am. J. Roentgenol., 1921, n.s. viii, 1. 

This article deals largely with the physiological 
aspects of peristalsis and the underlying factors 
regulating it in health and disease. The first theory 
presented is that the forces which bring about, 
modify, and control peristalsis must be looked for 
mainly within the walls of the gut itself. Active 
peristalsis may be obtained in small segments of gut 
and in pieces of muscle stripped from the wall. The 
gastro-intestinal tract is autonomous and_ the 
rhythmic contractions are of a myogenic nature. 
The nerves within the gut wall as well as those lead- 
ing to and from it serve largely as conductors. The 
first carry stimuli from adjacent structures and 
serve to co-ordinate the activities of different parts; 
the others serve to communicate between the body 
and the bowel and between the bowel and the brain. 

The key to an understanding of peristalsis is to 
be found in a study of the smooth muscle in the wall 
of the bowel. In the different parts of the body and 
in different parts of the digestive tract are different 
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types of muscles suited to different functions. 
The properties of smooth muscle are discussed; its 
reaction to stimulation, distention, inflammation, 
etc. If smooth muscle in a tubular organ like the 
intestine is stimulated, a contraction is obtained 
which producés a tonic ring. From this ring waves 
are given off in both directions. The stimulus 
probably increases the chemical activity at the 
point where the tonus ring forms; it raises the 
metabolic rate and stimuli spread out on both sides 
down gradients of chemical activity. The direction 
in which material in a tubular organ is transported 
depends on gradients of rhythm, tone, irritability, 
and metabolism. 

Regarding the existence of gradients in the gastro- 
intestinal tract, many experimentally proven facts 
are cited to demonstrate that the rate of rhythmic 
contraction of the smooth muscle is greater at the 
cardiac end of the stomach than at the pyloric end 
and greater’ at the duodenum than in the, lower 
ileum. These varying rates are probably dependent 
upon the rate at which the chemical processes go on 
within the muscle. 

In following the course of an opaque meal, the 
barium is seen to shoot rapidly through the first 
part of the oesophagus because the muscle is quick- 
acting and striated. In the lower third the muscle 
is largely of the smooth variety and progress slows 
up. In the stomach the waves begin probably in the 
pacemaking region near the cardia and travel as 
shallow ripples until either proper conditions of 
pressure or the presence of the peculiar antral muscle 
causes them to break into deep waves. -If the tone of 
the stomach is too high, the waves may be very shal- 
low or difficult to see; if the tone is poor, we may see 
the best waves at the beginning of the examination 
when a little food is present and the muscle fibers 
are not too badly stretched. 

The waves do not cross the pylorus, probably 
because of the connective-tissue barrier there, the 
peculiar arrangement of the muscle fibers, and the 
sudden transition to a different type of muscle. 
The duodenal cap remains filled and shows almost 
no peristalsis, probably because the muscle removed 
from that region shows very little rhythm. There 
is some evidence that the muscle fibers are arranged 
in festoons and not circularly and longitudinally as 
they are elsewhere. This might tend also to modi- 
fy the contractions. 

Because of its great irritability and rapid peristal- 
tic rate, the jejunum does not become filled. The 
food slows up in the terminal ileum because the 
muscle is more sluggish and the gradient is uphill 
for a short distance to the ileocecal sphincter. In 
the first third of the colon the gradient is poor, so 
that the waves may go in either direction. The 


colonic contents move slowly because the muscle is 
more sluggish and perhaps because the gradient is 
poor. 

The assumption that a gradient underlies peri- 
Sstalsis easily explains many of the phenomena ob- 
served in disease. 


The gradient of forces may be 
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steepened, flattened, or reversed. A duodenal ulcer 
which raises the irritability and tone of the upper 
end of the tract often hurries the progress of food 
through the small intestine; a lesion in the appendix 
or cecum which raises the irritability of the lower 
end of the bowel slows the current and produces 
ileal stasis. A fissure in the rectum may cause back 
pressure into the cecum with constipation. A 
patch of enteritis in the jejunum may reverse the 
current above, in the duodenum and stomach, 
causing vomiting, and may hurry it below, causing 
diarrhoea. A stimulus reaching the jejunum from 
the brain by way of the vagi—as in sea-sickness— 
may also empty the tract in both directions. The 
distention of any part of the tract by food raises the 
tone and irritability of that region and tends to 
hold back the material which is coming down from 
above. 

When confronted by an abnormality in intestinal 
peristalsis it is well to remember that if the lesion is 
sufficiently irritating it will raise the local tone; this 
will reverse the gradient leading to the lesion on the 
orad side and will steepen the gradient on the 
caudad side. Hence it may slow, stop, or reverse 
the progress of material coming toward it from above 
and hasten the progress of material that has passed 
it. Exceptions to this rule will be found around the 
stomach where there are many complicating 
factors not sufficiently understood at present. 

ApoLpH HARTUNG, 


MILITARY SURGERY 


Gray, H. M. W.: An Address on the Application of 
the Professional Lessons of the War to Civil 
Work. Brit. M.J., 1921, i, 109. 


The problems of treatment, both preventive and 
curative, are virtually the same for the civilian and 
the soldier and differ only in the urgency of their 
appeal to our sentiments and best efforts. 

When a man in the army failed to keep pace 
with the standard set by other men in a similar 
position he was replaced by a more able man. 
This rule should be in force in our teaching institu- 
tions and in our hospitals. 

Better teaching facilities should be afforded. 
This will be done in Aberdeen where the plans in- 
clude a concentration of the city hospitals in one 
large compound, the transference of certain depart- 
ments of the university to the same site, and pro- 
vision for the housing of senior students so that 
they may be able to take advantage of all emergency 
work. 

One of the important developments of the war 
was team work. The advantages of this were dem- 
onstrated at the Mayo Clinic in America before 
the war. Collaboration is necessary between the 
hospital surgeon and the general practitioner. 

The lessons taught by the war in the early hand- 
ling and transport of patients who are seriously ill 
should be applied in civil life. The realization of the 
importance of these details in the army resulted in 
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the saving of thousands of lives and limbs and 
greatly decreased suffering. Lives are lost unneces- 
sarily, even in the biggest cities, from the effects of 
shock and primary hemorrhage, and from other 
causes due to the lack of better organized effort. 
Factories and industrial centers should provide 
means for emergency first-aid treatment as was done 
in the army. 

In spite of the enormous numbers of patients, 
waiting lists were not in vogue in the army. The 
large waiting lists of the civilian hospitals, however, 
are regarded with comparative equanimity. The 
same attitude is apparent in epidemics when lives 
are lost because of the fact that skilled nursing under 
suitable conditions is not available in adequate 
amount. Very often under conditions of stress too 
much time is spent by surgeons on patients whe 
require extensive and prolonged operations with a 
low rate of recovery. As a result the treatment of 
other patients who, with timely intervention, would 
recover more rapidly and in far greater propor- 
tions, is delayed for a day or two and when it is 
begun the infection has often spread, more exten- 
sive measures are necessary, and the convalescence 
is prolonged. 

The outstanding surgical lessons of the war are 
listed as: 

1. The treatment of infected wounds by ex- 
cision of the infected and devitalized tissue, followed 
sometimes by primary suture. 

2. The treatment of severe wounds of the chest. 
Early in the war practically all patients with severe 
thoracic wounds died. In the last year of the war 
the best surgeons were operating in these cases so 
successfully that there was every indication that 
approximately 70 per cent would again become use- 
ful citizens. 

3. The striking effect of the proper treatment of 
fractures. The early high mortality was due to the 
effects of shock, haemorrhage, and sepsis. By 
proper treatment this high mortality was greatly 
reduced. In this connection the use of the Thomas 
splint is highly recommended. 

4. The utilization of transfusion of blood or its 
substitute in the treatment of shock and the effects 
of hamorrhage. 

5. The treatment of septic arthritis. Wilms, a 
Belgian surgeon, demonstrated that the only 
method of draining a joint adequately is to provide 
free drainage by means of ample incision. The pa- 
tient should then move the joint spontaneously and 
vigorously to force the effusion out. This is con- 
trary to previous teaching, but the results have 
justified the recommendation. 

The same factor which is involved in the use of 
active movements in joint sepsis is found in cases 
which recover after operation for peritonitis or 
pleuritis. In these, normal movements of the bowel 
or lung occur speedily, and it is better to dispense 
with drainage. Drainage is indicated if there is 
paralysis of peristalsis or if the lung does not ex- 
pand, but even when drainage is provided recovery 
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is very doubtful. The less expert the operator, the 
greater the necessity for drainage. 

There are two instances of development of work 
at home. One was the enormous progress made by 
many orthopedic surgeons in bone grafting, nerve 
suture, etc.; the other, the organization of the treat- 
ment of amputation stumps. Special centers have 
been organized to provide proper treatment of 
stumps and skilled attention in the fitting of arti- 
ficial limbs. At least some of these centers should be 
preserved as there are 40,000 persons in the British 
Isles who lost one or more limbs before the war. 

C. F. ANDREWS. 


Barcroft, J.: Anoxzemia as a Factor in Acute Gas 
Poisoning. J. Roy. Army Med. Corps, Lond., 1921, 
XXXVI, 1. 

Anoxzmia includes all those conditions in which 
the tissues of the body are starved, or partially 
starved, for oxygen. It is ordinarily divisible into 
three main types: 

1. That in which the pressure of oxygen in the 
blood is too low. This is known as the “anoxic” 
type. There is sufficient blood and sufficient hamo- 
globin in the blood, but the hemoglobin is in 
part reduced. The blood in the arteries presents 
the general appearance of venous blood, and in- 
sofar as it is venous the condition is anoxic anox- 
zemia. 

2. That in which there is too little haemoglobin 
in the blood. The pressure of oxygen is normal, 
the functioning haemoglobin is saturated with 
oxygen and* bright red like normal arterial 
blood, the volume of blood which circulates is ade- 
quate, but in each cubic centimeter of blood there is 
a deficient quantity of functioning hzmoglobin. 
This second type of anoxemia may be called the 
“anemic”? type. Ordinary anemia is the most 
obvious example. 

3. The stagnant type of anoxemia. The blood 
is normal in quantity, but is delivered to the tissues 
in insufficient quantity, and therefore the amount 
of oxygen which reaches them per minute is too 
small. 

Three difierent types of treatment have been 
suggested: (1) bleeding and infusion of saline, 
(2) oxygen treatment, and (3) rest and warmth. 

Infusion seems to combat the stagnant type of 
anoxemia by restoring the volume of the blood and 
re-establishing the blood pressure. The aim in 
such treatment is to secure the circulation of an 
adequate supply of hemoglobin throughout the 
tissues. 

Oxygen treatment combats the anoxic type of 
anoxemia directly, and therefore if given early 
wards off: (1) the loss of power of the respiratory 
center, which would lead to an even more profound 
anoxic condition; and (2) the onset of the stagnant 
type caused by heart failure. 

Rest, which reduces the oxygen requirements of 
the body to a minimum and thus reduces also the 
anoxicity, prevents sudden vagus stimulation of the 














heart and the necessity for rapid vasomotor accom- 
modation. 

These three lines of treatment, touching as they 
do different phases of anoxemia, are not inter- 
changeable. Ideally they should all be prescribed; 
in practice, however, the ideal can only be aimed at. 
M. I. MALONEY. 


Chislett, C. G. A.: The Effects of the Factors Pro- 
ducing Shell Shock. Glasgow M.J., 1921, nus. 
xlll, 51. 

The symptoms of war neuroses were mostly those 
of the ordinary ‘‘nervous breakdown.” It depended 
to a great extent on the mental make-up of a soldier 
whether he was apt to develop shell shock or not. 
In the majority of cases lack of will power or in- 
stability is inherited, and careful inquiry into the 
patient’s history in cases of war neuroses showed 
that in over 80 per cent there was a family history of 
nervous or mental disease, while in the cases in 
which the family history could not be obtained the 
presence of the physical stigmata of degeneration 
pointed to nervous instability or inherent mental 
weakness. 

Certain attributes of the mind may become more 
highly developed by training and environment and 
compensate for a time for a lack in others. For 
instance, esprit de corps, an attribute ingrained in 
most regular soldiers and in many of the overseas 
troops, undoubtedly had the effect of postponing 
the development of the neurosis in those who were 
unstable. Fear and anxiety, the basic elements of 
war neuroses, are experienced by the normal man 
when brought face to face with modern warfare and 
he is fortunate if he can sublimate the external 
manifestations of these emotions. The genesis of 
neuroses was in some cases rapid, in others slow, 
and depended on the contributing forces. 

As neuroses were comparatively unknown in 
previous wars in which open fighting was the rule, it 
is evident that they were favored by the trench 
warfare of the recent conflict. The unstable soldier 
did not develop marked symptoms during his early 
days in the trenches probably because of curiosity 
regarding new surroundings. The fear of conse- 
quences was thus kept in abeyance for a time. In 
open warfare the soldier was sustained in a similar 
manner indefinitely. Trench warfare gave the 
soldier ample time to exert his imagination, and if 
weakly balanced, he soon developed a state of 
mind in which any slight shock might be the de- 
termining factor in his nervous breakdown. In 
addition to the physical trauma of the nervous 
system, a state of neurasthenia was primarily pres- 
ent and the development of hysteria was the result 
of sudden shock on an unstable nervous !system. 

The greater responsibility devolving upon officers 
was a factor which made them more apt to become 
neurasthenics than the private soldiers. 

In a few cases of neurasthenia, in which no 
hereditary taint of instability could be ascertained, 
the presence of bodily disease seemed to act as a 
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predisposing factor in the production of the neuroses. 
The influence of suggestion as a causative agent was 
felt more by young, untried soldiers. 

As a general rule the symptoms in all cases were 
fairly well defined, but the differences in the psycho- 
genetic factors were many. While the stress of war 
brought out that the main cause was fear in general, 
it was found that other factors were dreams and the 
fear of being buried alive which was very common 
with those living in dug-outs. 

The symptoms indicative of the emotions of fear, 
such as tremors, tachycardia, pallor, etc., were the 
outward expressions of these emotions. Other signs, 
such as contractures and paralysis, were obscure in 
origin. Tremors were not always general. A man 
might have trembling of the lower limbs but no 
tremor of the fingers. Spasmodic movements and 
tics affecting whole groups of muscles were common 
and often could be referred to dodgings and efforts 
to escape passing missiles. There were also spas- 
modic movements which came to be known as the 
“dodging reflex,’ a lateral movement, and a “‘ bob- 
bing reflex,’”’ a ducking of the head. These probably 
had their origin in fear of injury to the eyes. 
Definite gaits were sometimes referable to move- 
ments performed immediately preceding the time of 
shock. ‘‘Camptocorme” or “bent back” usually 
resulted from a bruising or other slight injury at the 
lower part of the back. Contractures following 
slight wounds were apparently due to the patient’s 
keeping the muscles immobilized as a reflex protec- 
tion against pain, this immobility becoming exag- 
gerated by meditation. Anesthesia, analgesia, and 
hyperesthesia were usually of late origin. Deafness 
apart from that due to organic lesions caused by 
windage was cortical. Blindness was comparatively 
rare. Occasionally this also came on after a period 
of meditation. 

Mental states complicating the neuroses were 
varied. Maniacal symptoms with delusions and 
hallucinations were occasionally encountered. Men- 
tal depression was frequently associated with com- 
motional shock and nearly always associated with 
neurasthenia. Neurasthenic patients kept at a base 
for a long period were apt to develop suicidal ten- 
dencies. Mental confusion and stupor were fairly 
common and generally associated with mutism. 
If the mutism could be cured by electrotherapy 
there was a general improvement in the mental 
symptoms. Disorders of memory gave rise to 
much trouble, both to the patient and to those 
responsible for his evacuation. 

Periodic attacks of amnesia sometimes occurred, 
coming on even months later. The author does not 
know of any case of idiopathic epilepsy due to shell 
shock. In every case he observed there was a 
previous history of spasms. Hystero-epilepsy 


occurred in many cases as the result, not of the 
primary shock, but of imitation and suggesticn. It 
also occasionally followed slight injuries to the head 
in soldiers who showed the taint of instability. 

M. I. MALONEY. 
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Grad, H.: A New Method of Subperitoneal Short- 
ening of the Round Ligaments of the Uterus. 
Am. J. Obst. & Gynec., 1921, i, 411. 


Grad gives a summary of the operations that are 
done for retrodeviation of the uterus and then de- 
scribes his new operation as follows: 

The abdomen is opened by a_ subumbilical 
median or transverse incision. After the peritoneum 
is opened, the pelvis is cleared of intestines, caecum, 
and sigmoid. Whatever intrapelvic work is necessary 
is completed first. Adhesions are broken up, the 
ovaries and tubes are inspected, and the fundus of 
the uterus is brought forward. A good exposure is 
essential and expedites the operation. 

The round ligament on the right side at its mid- 
point is grasped with an Ellis clamp. Traction on 
the clamp puts the ligament on the stretch and 
in this way two sides of a triangle are formed. One 
side of the triangle is the round ligament from the 
grasp of the forceps to the internal ring of the ingui- 
nal canal where the ligament emerges, while the 
other side of the triangle is the ligament from the 
grasp of the forceps to its uterine end. At this step 
of the operation it is very essential to expose the 
under-surface of the abdominal wall where the round 
ligament emerges. This is readily accomplished by 
proper retraction. 

Opposite the grasp of the forceps on the round 
ligament, and immediately below the edge of the 
ligament, the anterior layer of the broad ligament 
is picked up with a thumb forceps and nipped with 
the scissors. Beginning at this point with the scis- 
sors, the incision in the anterior layer of the broad 
ligament is extended along the edge of the round 
ligament until the internal ring of the inguinal canal 
is reached where the ligament emerges from the ab- 
dominal cavity. In this manner the entire round liga- 
ment is laid bare and divested of its peritoneum, and 
the two layers of the broad ligaments are separated. 

Having divested the round ligament of its peri- 
toneum and exposed the internal ring with the round 
ligament plainly in view as it leaves the abdomen, 
the operator takes a stitch of linen in the pillars of the 
ring, also picking up half of the round ligament as it 
enters the ring. A half tie is now made in the suture 
so as to anchor the ligament to the fibers of the ring 
at this point. With the same suture the round liga- 
ment is picked up mesial to its denuded area and 
from 34 to 1 in. from its uterine end, depending 
upon the laxity of the ligament, and the two points 
of the ligament are brought together by tying the 
linen suture. The uterine end of the ligament is 
now sutured to the pillars of the ring securely with 
two or three linen sutures so as to shorten the liga- 
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ment as much as desired. The redundant portion of 
the round ligament, which is also denuded, is now 
sutured under the anterior layer of the broad liga- 
ment and anchored in place with a linen stitch which 
is drawn through the anterior layer. 

The anchoring of the round ligament to the fibers 
of the internal ring of the inguinal canal, the coapta- 
tion of the denuded portion of the ligament, and the 
burying of the superfluous portion are all accom- 
plished with one linen suture in a very expeditious 
manner. The anterior leaf of the broad ligament, 
which has been cut away from the anterior sur- 
face of the round ligament, is now sutured with cat- 
gut to the posterior surface of the round ligament in 
such a manner as to cover all raw surfaces. The 
round ligament on the opposite side is shortened in 
the same manner. 

Under certain conditions the subperitoneal short- 
ening of the round ligaments is supplemented by 
two other operations, namely, an intraperitoneal 
ventro-suspension and a shortening of the utero- 
sacral ligaments. 

The intraperitoneal ventro-suspension differs 
from an ordinary ventro-suspension in that the two 
peritoneal surfaces to be brought into apposition 
are not traumatized. It is not intended that union 
shall occur between these two peritoneal surfaces. 
The purpose of the suturing is to hold the fundus of 
the uterus forward temporarily. The suturing is 
done with twenty-day chromic catgut: The needle 
enters the fascia in the midline and penetrates the 
fascia and the peritoneum from without about 1 in. 
from their incised edges. It then picks up the mus- 
cularis of the uterine fundus in the midline, pene- 
trates the peritoneum from within outward, and 
emerges through the fascia about 4 in. distant from 
the point at which it entered. The suture is now 
tied, bringing the fundus of the uterus well under the 
peritoneum, away from its cut edge. 

The uterosacral ligaments should be shortened 
whenever they are unduly relaxed, and also when- 
ever there is the slightest degree of descensus of the 
cervix uteri. 

The author gives a number of very complete 
charts based on a study of the end-results of the 
operation and draws the following conclusions: 

1. Every case of retroversion of the uterus with 
symptoms requires abdominal section. 

2. Subperitoneal shortening of the round liga- 
ments of the uterus is an operation readily per- 
formed along definite surgical lines by a definite 
technique. 

3. It is not a time-consuming operation, a very 
important consideration. 

4. It creates no abnormal conditions in the pelvis 
or pelvic viscera. 














5. It does not tunnel holes through the abdominal 
parieties. 

6. It causes no intraperitoneal or intrapelvic 
complications. 

7. It causes no complications during pregnancy 
or labor. 

8. It is devoid of mortality or morbidity. 

9. The final results show that 95 per cent are 
successful, a very creditable showing which com- 
pares well with that of any of the standard opera- 
tions now in use for the treatment of retroversion 
of the uterus. C. H. Davis. 


Rawls, R. M.: The Status of the Intra-Uterine 
Stem Pessary Based on a Study of 205 Cases 
with the End-Results in 117 Cases. Am. J. Obst. 
& Gynec., 1921, i, 499. 


The intra-uterine stem pessary has been used 
for a little over a century. Numerous articles have 
been published setting forth its therapeutic value, 
but up to the present time its status is still undeter- 
mined. Ina recent ‘‘ Year-book on Gynecology and 
Obstetrics’’ there appeared an abstract of an article 
in which it was claimed that the stem pessary was 
of value in certain conditions. Immediately follow- 
ing, however, was a note by the editor stating that 
“the stem pessary is dangerous and of doubtful 
value in any condition.” 

From October 1, 1915, to September 30, 19109, 
there were treated in the Woman’s Hospital in New 
York, 9,003 patients on whom were performed 
15,823 operations. During this period 205 intra- 
uterine stem pessaries were inserted (2.3 per cent 
of the patients under treatment and 1.3 per cent of 
the operations performed). During the same period 
309 patients were treated for dysmenorrhea, 
amenorrhea, sterility, anteflexion of the uterus, con- 
genital malformation of the uterus, or stenosis of 
the cervix. In such conditions the use of the stem 
is frequently indicated and yet it was employed in 
only 51.7 per cent of these cases. 

Thus this series, which demonstrates the treat- 
ment given by 28 surgeons in 96 private and 109 
ward cases, would seem to represent the conservative 
use of the stem and its analysis should obviously 
give us a better conception of the average primary 
and end-result than a study of a series of cases 
treated by a single operator. 

The indications for the use of the stem were: 
dysmenorrhoea in 107 cases (52.2 per cent), sterility 
in 47 (22.9 per cent), dysmenorrhcea and sterility in 
23 (11.2 percent), and conditions other than dysmen- 
orrheea or sterility in 15 (7.3 per cent). In 13 of the 
private cases the indications for the operation were 
not learned. Insertion of the stem alone was done 
in 147 cases and was combined with minor operations 
in 45 cases. 

Preliminary to the insertion of the stem, divul- 
sion and curettage with a sharp curette were done 
173 times; divulsion and curettage with a dull cu- 
rette, 11 times; and divulsion alone 21 times. The 
curetted tissue was examined microscopically in 
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only 48 cases. Normal endometrium was found in 
33 (68.8 per cent), hyperplasia in 10 (20.8 per cent), 
and interstitial changes in 5 (10.4 per cent). 

The stem remained im sifu in 16 of 124 cases 
for less than one month; in 36, from one to two 
months; in 24, from two to three months; in 3, 
from four to five months; in 1, for five months; and 
in 29 (23.4 per cent) it cut out in part or in whole. 
Hard rubber stems were secured in place by two to 
four sutures of silkworm gut, and the glass stems 
by two to four point suspension sutures of the same 
material secured by shot and washers or bone but- 
tons. Silver wire was used in only 1 case. 

In the study of the postoperative sequele it was 
found that in 147 cases of insertion of the stem follow- 
ing a preliminary divulsion or divulsion and curet- 
tage with a sharp or dull curette, the temperature 
remained below 100 degrees F. in go (61 per cent) 
and was above 100 in 57 (39 per cent). Retrover- 
sions were present in 4 (3.9 per cent) of the 102 
cases which the authors were able to follow up. In 
3 cases this retroversion was permanent. There 
were 5 cases of irregular menstruation following the 
introduction of the stem. In 3 of the 102 cases 
(2.9 per cent) there was evidence of a parametritis 
which was discovered by vaginal examination and 
evidenced by tender thickening or exudate either in 
the lateral fornices or posterior to the uterus. In 
8 of the cases there were evidences of adnexal dis- 
ease. Uterine colic was present in 2 of the cases and 
was not relieved until the stem was removed. 

The final analysis of the end-results showed that 
there were 72 cases of dysmenorrhea. In 77.8 per 
cent of these there was improvement, and in 61.1 
per cent, relief. In 47 cases of sterility relief was 
obtained in 23.4 per cent. The cases are analyzed 
in a number of tables and those which were com- 
plicated are reported in detail. The conclusions 
drawn are as follows: 

1. The intra-uterine stem pessary has a limited 
field of usefulness. It is applicable to 51.7 per cent 
of cases of dysmenorrhoea, sterility, amenorrhoea, 
anteflexion of the uterus, stenosis of the cervix, or 
congenital malformation of the uterus. As a con- 
comitant operative measure, it is applicable to 2.3 
per cent of the patients treated and 1.3 per cent of 
operations performed in a gynecological hospital. 

2. From its use, sequela other than a temporary 
rise of temperature occur in from 17.6 to 21.8 per 
cent of the cases. The permanent morbidity varies 
from 5.8 to 9.8 per cent. 

3. As a therapeutic measure for dysmenorrhoea 
it causes improvement in 77.8 per cent, and relief 
in 61.1 per cent of the cases. In sterility it gives 
relief in 23.4 per cent. 

4. The intra-uterine stem pessary gives as good 
end-results as other operative procedures for similar 
indications and from its use there is less primary 
invalidism and no greater liability to unfavorable 
sequele. 

5. Theintra-uterinestem should be employed only 
in carefully studied and selected cases. C.H. Davis. 
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Mittweg: Unilateral Alexander Operation and 
Its Permanent Results (Die ecinseitige Alexan- 
dersche Operation und ihr Dauerresultat). Ziéschr. 
f. Geburtsh. u. Gynaek., 1920, Ixxxiii, 151. 

The unilateral Alexander-Adams operation cannot 
fully take the place of the bilateral operation, but 
has its uses. For a certain number of selected 
cases it appears to be sufficient. Cases in which it is 
contra-indicated are those in which the uterus is 
large and heavy, the ligaments are weak, the 
woman does heavy work, or there is a tendency to 
abortion. 

Among 94 Alexander operations performed dur- 
ing a period of two years 49 were unilateral. The 
author finds that from a third to a half of all mobile 
retrodeviations are suitable for the unilateral 
operation. Further reports on the permanent results 
would be desirable. Grass (Z). 


Byford, H. T.: A Neglected Form of Cervical En- 
dometritis. Chicago M. Rec., 1921, xliii; 54. 


The diagnosis and treatment of chronic endome- 
tritis as it affects the upper portion of the cervix 
at or contiguous to the internal os has not been well 
described in the literature. The internal os dilates 
only slightly, its lumen is crowded with swollen and 
obstructed glands, and the circulation is interfered 
with at first by the pressure from within, and later 
by pressure from without due to a contracting band 
of inflammatory exudate. On account of such inter- 
ference resolution does not take place to the same 
extent as below, and a ring of imperfectly organized 
connective tissue remains whose upper edge is at or 
just above the os and whose lower edge merges into 
the somewhat thickened mucous membrane below 
it. In multipare this band does not necessarilv 
interfere with uterine drainage, but in nullipare it 
usually takes on some of the characteristics of 
stenosis. 

The diagnosis made by means of the sound is con- 
firmed by the results of the treatment, viz., the dis- 
appearance of the physical signs and the relief of 
subjective symptoms such as backache, headache, 
reflex stomach disturbances, malaise, dysmenor- 
rhoea, menorrhagia, intermenstrual pain, and steril- 
ity. The number and severity of the symptoms 
vary greatly in different cases. Some patients do 
not complain of many symptoms although chronic 
inflammation in this location produces more sub- 
jective symptoms than inflammation in any other 
part of the uterus. Its symptoms are often attrib- 
uted to a corporeal endometritis when such a 
condition is not present. 

In all cases of chronic cervical endometritis or 
supposed corporeal endometritis a search should be 
made for induration about the internal os. The first 
and most noticeable sign in all but the most chronic 
cases is pain produced by slight pressure of the 
sound. When the os is anatomically small or is 


flattened by flexion, the pressure is not painful until 
it causes some dilatation or straightening or at 
least until it becomes firm. 


When the sound is 
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passed through an inflammatory constriction with 
slight pressure, its withdrawal is followed by a show 
of blood at the internal os or by a stain of blood on 
the sound. That the tenderness is primarily at 
the internal os, and not due to a general intra-uterine 
tenderness, is evident from the cessation of the pain 
almost as soon as the bulbous end of the sound has 
passed the internal os, even though the sound be 
manipulated so as to impinge gently against the 
uterine walls above. When the constriction does 
not interfere with the passage of the sound a little 
gentle manipulation can be made to locate the ten- 
der area at the internal os. When the ordinary uter- 
ine sound thus passes without encountering resist- 
ance, a series of graded sounds which taper slightly 
at the end are necessary both for the diagnosis and 
the treatment. 

In some cases the ring of exudate can be traced 
by the uterine sound around the entire circumference; 
in others, a part of the circumference will have no 
ridge but is flat, smooth, and of a cicatricial hard- 
ness indicating partial or complete local destruction 
of the mucosa. 

In two cases the slight dilatation produced by the 
passage of the uterine sound caused the patient to 
faint when she got off the examining table. In sev- 
eral cases the patient has turned pale, has been over- 
come with dizziness, and has been obliged to lie 
down, take a drink of water, or go to an open win- 
dow to avoid syncope. This would probably have 
occurred more frequently but for the fact that many 
of them remained on the examining table long 
enough for the effect of the local irritation produced 
by the examination to wear off. This symptom is 
found more often in cases of old, well-organized exu- 
dates. Painful dilatation of a small, comparatively 
healthy cervix may cause nausea and a feeling of 
faintness. 

The treatment calls, first of all, for dilatation. 
Stimulating applications before dilatation are not 
always well borne and sometimes aggravate the 
condition. Gradual progressive dilatation is pre- 
ferred to extreme divulsion at one sitting. The 
latter is apt to produce one or more lacerations 
extending through the constriction ring so that fur- 
ther dilatation separates the lacerated edges of the 
ring without having much effect upon the exudate. 
Subsequent contraction takes place, requiring one 
or more subsequent divulsions unless contraction 
is prevented by the periodic passage of sounds as 
for progressive dilatation. The repeated mild 
stimulation of progressive dilatation with graded 
round dilators not only causes a steady improvement, 
but often cures the sterility which is due to the pres- 
ence of the inflammatory exudate rather than to 
the mechanical obstruction. 

Before the dilatation the vaginal vault and cervix 
are swabbed thoroughly with a 5 per cent solution 
of phenol followed by a 20 per cent solution of phenol 
in glycerine to the entire uterine cavity. When a 
round dilator equal in size to a No. 25 urethral 
dilator (French scale) can be passed without causing 
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a show of blood or producing much pain, a stimulat- 
ing solution of iodized phenol is applied to the entire 
cervical cavity and dilatation is done twice a month 
for a few times and then once a month until the 
parts are in fairly normal condition. When the lumen 
is large the same treatment is used except that it is 
begun and ended with large dilators. C. H. Davis. 


Hiess, V.: The Pathogenesis of Fistula of the Cer- 
vix of the Uterus (Ueber die Pathogenese der Fis- 
tula cervicis uteri laqueatica). Zentralbl. f. Gynaek., 
1920, xliv, 1378. 

Fistula of the cervix of the uterus may arise: 
(1) from trauma; (2) after spontaneous delivery 
when there is constitutionally defective tissue 
with pathologic anteversion and a stiff, rigid, 
external os; and (3) in inflammatory and neoplastic 
conditions affecting the anterior lip of the os. 

The author describes briefly two cases of such 
fistula in nullipare, in the fourth and fifth months 
of pregnancy. The patients were 32 and 24 years of 
age respectively. In the first case the foetus had 
died and was delivered through a tear in the poste- 
rior wall of the cervix; in the second, abortion was 
performed on a patient who suffered from severe 
melancholy and had made attempts at suicide. 

Attention was called to the first case by the dis- 
covery of a metreurynter hanging by its stem in the 
tear in the posterior wall of the cervix. In the second 
case severe hemorrhage led to inspection. As both 
were cases of artificial abortion, it might be assumed 
that the tears were caused by trauma, but such was 
not the case; there were other factors. 

The author believes that rigidity of the external 
os is one causative factor. A rigid os does not 
dilate. A balloon-like distension of the cervix 
therefore occurs and the posterior wall gives way. 
The typical location of the rupture is 2 or 3 cm. 
above the os in the posterior wall. The posterior 
wall gives way instead of the anterior wall as the 
anterior wall is strengthened by the vesicovaginal 
septum. Wieczynitz believes that in anteroversion 
during delivery the pressure is exerted chiefly on the 
posterior wall, as the latter lies in the extension of 
the axis of the uterus. The tears must be sutured. 

VoRSCHUETz (Z). 


Phillips, J.: The Treatment of Uterine Hzemor- 
rhage Not Associated with Pregnancy. Brit. 
M.J., 1921, i, 224. 


The author draws attention to the well-known 
fact that during the operation of curetting the blood 
coagulates when mixed with the curetted endome- 
trium. This blood he contrasts with the unclotted 
blood of the menstrual flow. He speaks of the 


relationship of ovarian secretion to menstruation 
and states that in his opinion menstrual bleeding is 
determined by the balanced action of various inter- 
nal secretions. 

Excessive uterine hemorrhage during the child- 
bearing period is almost always associated with 
organic disease of the uterus or some blood disease. 
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Until our knowledge has improved so that we are 
able to control the balance of the internal secretion, 
Phillips believes a hysterectomy should be per- 
formed for excessive uterine hemorrhage. At 
puberty, bleeding may be severe but practically 
always rights itself. In the child-bearing period 
fibroids are usually the cause of excessive bleeding 
and hysterectomy is indicated in almost every case. 

At the menopause, if a cervical cancer has become 
sufficiently advanced to cause excessive hamor- 
rhage a radical operation is of no value. Uterine 
fibrosis has been regarded as a cause of severe uter- 
ine hemorrhage at the menopause. Hypertrophic 
glandular endometritis is more frequently found. 
This condition, howevet, would be more correctly 
termed “degeneration of the endometrium.” After 
removal of such a uterus the endometrium is dis- 
covered to be oedematous and thickened, forming 
one or more mucous polypi. Attention is called to 
the fact that blood clots are seldom seen in the 
uterus following operation although the operation is 
performed for severe hemorrhage. This points to 
a probable deficiency of thrombokinase. 

In other cases of irregular menopausal hemor- 
rhage no abnormality is discovered in the uterus, 
either microscopically or macroscopically. Whether 
or not there is an obvious lesion of the uterine wall 
or its lining membrane, however, the central cause 
of the bleeding is an abnormality in the internal 
secretions. Whenever the bleeding is so severe and 
so persistent as to make life a burden, the only cer- 
tain method by which a cure may be obtained is the 
removal of the uterus. Temporary methods are 
most uncertain. W. N. Row :ey. 


Eden, T. W., and Provis, F. L.: A Record of 76 
Cases of Uterine Fibroids and Chronic Metritis 
Treated by X-Rays. Lancet, 1921, cc, 300. 


Forty-six selected cases of uterine fibroid and 30 
cases of chronic metritis treated by the authors are 
reported. The proportion of patients treated who 
were under 38 years of age was small. Fibroids 
which extended above the level of the umbilicus 
were not common. 

As irregular or interval hemorrhage is suggestive 
of malignancy, the body of the uterus is explored 
to exclude carcinoma before treatment is instituted. 
If anemia is marked, hysterectomy is advisable as 
the hemorrhage may increase after the initial X-ray 
treatment. 

Only simple and uncomplicated cases are treated 
with the X-ray. Cervical disease, pelvic inflamma- 
tion, and signs of degeneration are contra-indica- 
tions to roentgen therapy. All cases are carefully 
selected in order to avoid indiscriminate treatment. 

In the cases classed as cases of chronic metritis the 
diagnosis was only clinical. If no irregularity or 
enlargement could be made out, the condition was 
called metritis for convenience. 

The technique of applying the rays, the impor- 
tance of massive doses, and the continuation of 
treatment past the amenorrhcea period are discussed. 
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Exposures are made on two consecutive days, the 
abdomen being rayed on the first day, and the sacral 
region on the second. Each treatment comprising 
the exposure of two consecutive days lasts from 
three to four hours. The treatments are given 
at intervals of three or four weeks. From four to 
six are necessary; at least one is given after amenor- 
rhoea has been induced. 

The dosage is determined largely by the judgment 
of the operator; no accurate method is available at 
present. The effect of the X-ray is exerted primarily 
on the ovary. However, shrinkage of the tumor 
may also result. The effect on menstruation at first 
is an increase in the flow. Amenorrhoea was produced 
in all but 5 cases. In 5 cases the menses were con- 
trolled sufficiently to relieve the symptoms though 
they were not suppressed. Partial suppression is 
not to be regarded as a failure, but rather as an 
ideal to be attained especially when the dosage can 
be more accurately controlled. The general effect 
of the treatments in a few cases was that of fatigue. 
One or two patients showed marked prostration, 
but others were stimulated. 

Locally the skin was flushed immediately after 
the treatment and became pigmented later. A mild 
dermatitis occurred in 3 cases. The uterus in 
chronic metritis is reduced. Shrinkage of the fibroid 
tumor was coincident with suppression of menstrua- 
tion. The other pelvic viscera seemed not to be 
affected, except possibly in 1 case, which is reported. 
This was the only case in which any difficulty was 
encountered and the condition seemed to be more 
an infection than an X-ray injury to the bowel. 
Perforation was discovered at operation, but fur- 
ther investigation was impossible as postmortem 
examination was not permitted. 

The symptom of flushing is taken as a guide to 
the severity of the menopausal effects. In less than 
50 per cent of the cases this symptom was reported 
as slight or absent. In one-eighth of the cases it 
was reported as moderate, and in three-eighths as 
severe. The majority of the patients gained weight, 
but there was no tendency to corpulence. 

X-ray treatment has the advantage that it does 
not interrupt the patient’s daily work for more than 
two days at a time, and the postoperative invalidism 
is eliminated. X-ray treatment should be the 
method of choice for women more than 38 years of 
age who have severe hemorrhages due to chronic 
metritis or other conditions in which no neoplasm 
is present. W. N. Row ey. 


ADNEXAL AND PERI-UTERINE CONDITIONS 
Kelsall, O. H.: Varicose Veins of the Broad Liga- 


ment: or Varix of the Female Pampiniform 
Plexus. Am. J. Surg., 1921, xxxv, 8. 


Varix of the female pampiniform plexus is more 
frequent than is generally supposed, and because it 
is at times overlooked, necessary operations upon 
the uterus or its adnexa for other affections fail to 
give complete relief. 





The causes of broad-ligament varix may be divided 
for convenience into (1) general, and (2) local. 

The general causes consist of: (1) subinvolution 
of the uterus and ovarian vessels with persistence 
of pelvic engorgement long after confinement due 
to unrepaired or unhealed lacerations of the pelvic 
floor, too early and too great activity following 
labor, etc.; (2) a relaxed condition of the tissues due 
to lowered vitality; (3) an unhealthy state of the 
vessel walls; and (4) absence of valves in the veins. 

The local causes are: (1) the anatomical relation- 
ship of the ovarian veins which is such that the 
weight of the long column of blood is sufficient in 
itself to weaken the vessel walls somewhat; (2) 
habitual constipation with consequent straining at 
stool; (3) malposition of the uterus, the organ being 
bent or turned backward so that torsion of the ves- 
sels is produced and the consequent obstruction to 
the free flow of blood causes venous dilatation; and 
(4) endophlebitis. 

The clinical symptoms are somewhat similar to 
those of varicocele in the male. The pain is heavy, 
dull, and aching in character, increased by the long 
continued erect position, and decreased by the recum- 
bent position. The patient may give a history of 
malaise, nervousness, and general indisposition, and 
is somewhat inclined to melancholia. Menstruation 
may be frequent and profuse, amounting to metror- 
rhagia, and may occur in women beyond the meno- 
pause. 

The clinical diagnosis of uncomplicated broad- 
ligament varix is difficult but asa rule other patho- 
logic lesions and varicosities are associated with it. 
The knotted and swollen veins are best felt with 
the patient in the upright position; in the recum- 
bent position only a ‘“‘doughy”’ thickening is appar- 
ent. The condition is most frequently confused with 
chronic appendicitis and next most frequently with 
chronic metritis. 

If there is uterine retroversion or retroflexion, pal- 
liative measures, replacement, pessaries, the knee- 
chest position, etc. mav be tried. It is well known, 
however, that usually such procedures merely post- 
pone the operation. The operative treatment con- 
sists of multiple ligation of the veins with incision 
between the ligatures. If the ovary is prolapsed, 
the Mauclaire-Barrows operation may be performed 
to advantage. C. H. Davis. 


Wessel, O.: A New Method of Temporarily Steril- 
izing Women by Operation (Eine neue Methode 
der zeitweiligen Sterilisation der Frau auf operativem 
Wege). Zentralbl. f. Gynack., 1920, xlv, 75. 

Experience has shown that heart and kidney 
diseases, diabetes, and especially pulmonary tuber- 
culosis, which render pregnancy dangerous, may 
become so much improved if sterilization is effect- 
ed that later pregnancy may not be dangerous. 

Therefore, in such cases temporary sterilization is 

indicated. 

The author recommends the Gutbrod operation 
which he has performed on six women during the 
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past two years. This procedure consists in the 
extraperitonization of the ovaries. The inguinal 
canal is opened as in the Alexander-Adams opera- 
tion, the peritoneum is opened at the round liga- 
ment, and the ovary is drawn through. The perito- 
neum is then sutured circularly at its ‘‘anterior 
straight edge’? to the margin of the mesovarium. 
The tubes then lie within, and the ovaries outside 
of, the peritoneum in the inguinal canal. The 
inguinal canal is closed as in the Alexander-Adams 
operation. Menstruation is not disturbed. If the 
organic disease improves, the ovaries may be 
replaced very easily and ova may again enter the 
tubes. Smon (Z). 


McClellan, B. R.: Ovarian Dermoid Cysts: Etiol- 
ogy, Diagnosis, and Treatment. Am. J. Obst. 
& Gynec., 1921, i, 493. 

It is an established fact that all three germinal 
layers contribute to the growth of ovarian dermoids. 
Therefore it is not strange that at times a great 
variety of histologic products is found in these 
tumors. Cutaneous derivatives seem to predomi- 
nate, especially hair and sebaceous material. Teeth, 
bone, cartilage, glandular tissue, mucous and serous 
membranes, muscle and nerve fibers, and cerebral 
substance are discovered. Violet in 1907 reported 
a dermoid cyst containing thyroid tissue, and another 
containing lymphatic tissue. 

A report from the Mayo Clinic states that of 1,000 
ovarian specimens 98 (nearly 10 per cent) were der- 
moids. Of these, 14 per cent were double, and 7 per 
cent were malignant. These tumors occur at any 
age, having been found in premature infants and in 
a woman of 84 years. Up to the time of puberty 
they are found more often than any other ovarian 
tumor. Dermoids cause relatively few menstrual 
disturbances and apparently do not favor sterility. 
They are usually monolocular and of smail size. 
Their slow growth favors the development of a long 
pedicle which is apt to become twisted, especially 
during pregnancy. This latter condition is prone 
to cause severe pain and pressure symptoms and 
may so interfere with the circulation as to produce 
inflammation and necrosis which may lead to more 
serious complications such as general peritonitis or 
fistulz connecting with the urinary bladder and bowel. 

While as a rule these tumors do not attain a size 
much above that of a man’s fist, they occasionally 
grow very large, as illustrated by 1 case reported 
by Michinard in which the tumor weighed 614 Ib. 
The diagnosis is greatly aided by a careful study of 
the clinical facts. The predominant quality of the 
cyst contents may also help; for example, if there 
is much hair, it is possible to get a characteristic 
crepitation, while if there are many teeth and bony 
fragments, these may be recognized by the examin- 
ing fingers. The radiograph is of very great value in 
view of the fact that so many of these neoplasms 
contain teeth and bone. 

In the matter of treatment there are a few estab- 
lished rules. Remove the tumor always by the 
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abdominal route. Operate as soon as the diagnosis 
is made, especially when there is a co-existing preg- 
nancy. When a dermoid is associated with uterine 
fibromata it should be removed with the uterus. 
Carefully scrutinize the opposite ovary as it also 
may show a beginning change. In view of the fact 
that it is impossible to differentiate ovarian cysts 
which have been infected, none of these cysts 
should be tapped at the time of operation. McClel- 
lan reports a case of dermoid cyst of the left ovary 
with twisted pedicle. C. H. Davis. 


EXTERNAL GENITALIA 


Piccagnoni, G. A.: A Contribution to the Study of 
Fibromyoma, Sarcoma, and Epithelioma 
Primary in the Vagina (Contributo allo studio 
del fibromioma, del sarcoma e dell’epitelioma primitivi 
della vagina). Policlin., Roma, 1921, xxviii, sez. chir., 


The author reports 3 clinical cases respectively of 
fibromyoma, sarcoma, and epithelioma of the 
vagina which were proved by histologic examina- 
tion. From this study he draws the following con- 
clusions: 

Primary tumors of the vagina are rare. Fibro- 
myoma usually develops between the thirtieth and 
fortieth years of age. As a rule it is isolated and 
implanted on the anterior walls of the vagina, de- 
scending from the uterus or parametrium to which 
it may remain attached by a pedicle (migratory 
fibromyoma). Histologically the tumor consists of 
fibrous tissue intermingled with smooth muscle 
tissue showing numerous blood vessels with thick- 
ened walls. Fibrous tumors of the vagina, though 
not malignant, may be the cause of pressure symp- 
toms in neighboring organs and of dystocia. At a 
certain stage in their development they may become 
hemorrhagic and purulent. Their gravity may 
increase on account of degenerative changes (telan- 
giectasia, gangrene, sarcomatous degeneration). The 
treatment is always operative and consists in 
enucleation of the tumor from the vaginal walls. 

Sarcoma of the vagina may be manifested under 
different forms, according to whether it occurs in 
infancy or adult life. In the young it is of a grape 
form and its point of implantation is almost always 
on the anterior vaginal wall. It may remain latent 
for a long time, but give rise to severe hemorrhage. 
Its development is local; it does not usually cause 
metastases in distant organs. In the adult, sarcoma 
is manifested especially between the thirtieth and 
fortieth years of age and may be implanted either on 
the anterior or the posterior vaginal wall. In form 
it is round and usually sessile. In the early stages it is 
covered with normal mucosa. Later it ulcerates, 
setting up metastases in the lymphatic glands, peri- 
toneum, lungs, etc. Histologically vaginal sarcomata 
are composed of fusiform cells with abundant 
vascularization and interstitial hemorrhages. They 
are of exceptional gravity and if operated upon 
almost always recur. As far as treatment is possible 
it is operative. 
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Primary epithelioma of the vagina occurs most 
frequently between the fiftieth and sixtieth years 
of age and usually in the upper posterior wall of the 
vagina. In form it may be papillary, nodular, or 
infiltrative. It may extend all around the vagina 
and hence may be considered an annular cancer. 
Leucoplasia and chronic irritations of the vagina 
may be considered as being important factors in the 
etiology. Histologically vaginal epithelioma is 
almost always of the pavement-cell type, rarely 
showing cylindrical cells. The symptoms are 
purulent, foetid hemorrhagic discharges and bladder 
and rectal disturbances. There may be neuralgic 
pains in the lower limbs if the epithelioma has 
spread to the pelvis. The prognosis is grave, recur- 
rences being the rule. Dystocia in such cases may 
be more severe than that due to any other vaginal 
tumor. The treatment is operative, consisting of 
partial resection of the vagina or its total removal 
unless it can be preserved by radium treatment. 

Usually vaginal tumors do not hinder con- 
ception or pregnancy. Pregnancy, however, may 
influence the tumor, causing its more rapid develop- 
ment. Labor may be spontaneous if the tumor is 
limited in its dimensions and if the vaginal walls 
still possess some elasticity. If the vaginal walls are 
not distensible there may be copious hemorrhage 
and the patient’s life may be endangered. In some 
cases the obstruction to parturition formed by the 
neoplastic mass may make cesarean section neces- 
sary. In such event preference should be given to 
the extraperitoneal section according to Costa’s 
method. W. A. BRENNAN. 


MISCELLANEOUS 


Emge, L. A.: Varicose Veins of the Female Pelvis; 
a Preliminary Report. Surg., Gynec. &Obst., 1921, 
XXXil, 133. 

Emge has collected 35 cases of varicose veins of 
the female pelvis in which the diagnosis was con- 
firmed by operation. He calls to mind the fact that 
the upper uterine veins and those of the pampini- 
form plexus empty into the ovarian vein which is 
poorly supported, joins the renal vein at right angles 
on the left side, and is without a protective valve. 

The causes of varicose veins in the female pelvis 
are pregnancy, change in position of the uterus 
(either backward or downward), prolonged pelvic 
congestion, intestinal ptosis, constipation, inter- 
ference with the menstrual flow, prolonged menses, 
prolonged sexual excitement not satisfied by the 
normal act, and high blood pressure. 

The resulting pathology consists of cystic de- 
generation of the ovaries and later sclerosis, hyper- 
trophic endometritis, hypertrophy of the cervix, 
passive congestion of the genital tract, fibrosis 
uteri, and chronic metritis. Sterility is an associated 
condition. 

To give a quick survey of the symptoms and 
sequele in the series of cases reviewed, Tables 1 
and 2 are given: 
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TABLE I 
Location and change in the intensity of pains noticed: 
in both lower QuaGrants. ... oo... ccc ceccewces 12 
BP (OTE GUBGTABE OMY... oo ccc cceecascesccs II 
Bit Vignit QUAGFANE OMIY........... .iccccscdccesees 6 
EMI Sie cor 6 20-450 seek sie eis gia wae Rew ReSiers 6 
bo OEE Eee 13 
Relieved on lying down... .............cc0c008 22 
PEM gach sic bes on rascncs ee ereaseasias 13 
oe, ne 14 
IIS 550.5: 52 werecia dss 3u.cve aan aig Sonia 15 
Menstrual disturbances: 
EE iis carne Secy pass uomndetaleas 14 
re Se eee ee II 
RE iors odie 6a wpa he saan doe ee s.onieh 7 
NINN 55 shoiis Sxains xc Vass wes Aas 5 
a ree erro re eT eer er 8 
Probable causes as analyzed from the patient’s history: 
EN Sie re terse ener eae 8 
Chisguarth. ......... sh co leostara tetera waa eae 16 
Masturbation, unmarried.................+2.- 2 
ee I 
OE ED oie ct accussestarpawas vues 3 
I OR ee re 5 
PN ck coss a sade eeke ew ewer ae 35 
TABLE 2 
Pre-operative diagnosis: 

Normal 
white Leucocy- 
count tosis 

Double salpingo-oéphoritis....... 4 3 I 
Pelvic inflammatory diseases...... 7 6 I 
Malposition of the uterus......... 10 9 I 
Malposition and varicose veins. ... 5 2 3 
NE WHINE oc dctese se rceaarnants 6 5 I 
S. .. <r I I 
| Ee ane eres 2 2 
Ms ie siawis had ye RSe eRe 35 26 9 
Varicose veins found at operation and associated 
pathology noted: 
RNIN ars or ote ies tiviecn enc od aie mae 20 
I ce 5). ae inlae nate naka Sexier mie 4 
DIN skis ace 7 awa Gide x ene RENN 2 
eNO 5.5.5 ccs 8/09 ww a aiaie-avesaieierm 6 
ENN 6 evi xc S.awseawsbec ew nonwmes 4 
0 SE or een eee ee Sera 5 
CSE ee ser eet er aan ee ott enter Sanya 10 
SN a ors tweens cate eE 2 
MN ere se cU OE As Ag deen ke RAS O RESON 9 
Operation and after-results: 
Relieved Patient 
3 6 months Symptoms not seen 
Type No. months ormore returned § again 
Webster.......... 6 3 I 2 
Kelly-Neel ....... 10 ny 6 2 2 
ee 3 6 
OS Seen ee I if I 
Uterosacral..... ; 2 2 m7 es 
Resection ofveins. 3 2 I 
Hysterectomy..... 4 4 - 
etree 35 5 22 4 4 


The diagnosis is based on the symptoms and the 
presence of a soft boggy mass in the broad ligament 
which is noted when the patient is standing and 
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disappears when she lies down. The latter is the 
differential point between this condition and other 
swellings in the pelvis. Inflation of the colon will 
elicit pain in chronic appendicitis but in cases of 
varicose veins of the broad ligament there will be no 
such response. 

Conservative treatment is directed toward remov- 
ing the cause of the condition if possible. Thus, 
constipation and viceroptosis are corrected and the 
uterus is held up with a pessary. To relieve the 
congestion use is made of lukewarm douches con- 
taining 2 or 3 per cent menthol and 5 per cent alum, 
and ro per cent icthyol suppositories. 

When the veins have become distended to such a 
degree that they will probably not return to normal, 
operative procedures must be considered. There- 
fore the uterus is lifted up by suspension to promote 
proper drainage of the veins. This procedure 
apparently is greatly aided by the shortening of the 
uterosacral ligaments which act as shelves for the 
adnexal organs to rest upon. While these shelves 
may not be permanent, they seem’ to remain intact 
sufficiently long to prevent the ovaries from pro- 
lapsing and therefore aid in proper venous drainage. 
In practically all of these cases the ovaries are 
cystic and at times are three times the normal size. 
After suspension with adequate drainage they 
return to normal. 

Of greatest importance is a symptomatic cure. 
The number of cases in which symptomatic relief 
has been obtained is sufficiently large to warrant the 
assumption that suspending operations, if carried 


out properly and in conjunction with uterosacral 
shortening, will give the desired result in the treat- 
ment of varicose veins of the broad ligaments and of 
the ovarian veins in particular. Among the sus- 
pensions, the various modifications of the Gilliam 
method seem to promise the best results. If the 
superior division of the pampiniform plexus is very 
markedly varicosed it may be necessary to resect 
some of its veins. 

In summing up the author states that the follow- 
ing conclusions may be drawn from these observa- 
tions: 

1. Varicose veins of the broad ligament in general 
and of the ovarian circulation in particular are 
comparatively common. 

2. In most uncomplicated cases the symptoms 
are sufficiently plain to suggest the condition. 

3. In most instances the diagnosis is made 
certain by rectovaginal examination with the 
patient first in the recumbent and then in the 
sitting position. 

4. The differential diagnosis is aided by the nor- 
mal leucocyte count. 

5. Mild and early cases can be permanently 
relieved by conservative measures. 

6. Resection of the veins and hysterectomy are 
unnecessary to accomplish a cure. 

7. A high suspension of the uterus with a short- 
ening of the uterosacral ligaments offers the best 
chance for a permanent symptomatic cure with a 
possibility of permanent anatomical regulation. 

EUGENE Cary. 











PREGNANCY AND ITS COMPLICATIONS 


Grad, H.: An Analysis of Fifty Cases of Ectopic 
Gestation. Am. J. Obst. & Gynec., 1921.1, 360. 


Grad reports a study of 50 cases of ectopic gesta- 
tion operated on at the Woman’s Hospital of New 
York and elsewhere. He divides these cases into four 
groups: (1) ectopic gestation with negligible hamor- 
rhage, (2) ectopic gestation with moderate hamor- 
rhage, (3) ectopic gestation with severe hemorrhage, 
and (4) ectopic gestation with fatal haemorrhage. 

There were 37 cases of the first group, 4 in the 
second, 7 in the third, and 2 in the fourth. 

In the first group the most prominent symptom 
was pain in 26 cases and uterine bleeding in 11 
cases. Only 25 per cent were correctly diagnosed. 
In 1 case a diagnosis of acute appendicitis was made 
although the possibility of an ectopic gestation on 
the right side was considered. 

In the second group pain was a prominent symp- 
tom in 3 cases and bleeding in 1. In the third group 
the prominent symptom was collapse, and in the 
fourth group syncope. In collapse the patient has a 
thready pulse but her mind is clear. In syncope, the 
mind is dulled, the patient is not conscious of what 
goes on about her, and the pulse becomes almost 
imperceptible. The author believes there is hope 
in collapse due to a ruptured ectopic pregnancy, 
but not in syncope. 

Forty-eight cases were operated upon. In the 
first group the ectopic pregnancy was on the right 
side in 16 cases, on the left side in 29, and in the 
right horn of the uterus in 1. In the second group the 
gestation was on the right side in 1 case and on the 
left in 3. In 2 cases it was interstitial, on the right 
side in 1 and on the left side in the other. 

Cases in the first group frequently escape diagno- 
sis. The patient is not very sick and in the author’s 
opinion spontaneous recovery is frequent. If the 
diagnosis is established, it is based on the physical 
findings. Operation is indicated in these cases 
because the patient may suffer a severe hemorrhage 
from repeated rupture of the tube. It may be 
deferred, however, until the peritoneal irritation 
subsides and the patient has recovered from the 
attack of pain. Operations under these conditions 
have no mortality and very little morbidity. 

There should be no difficulty in diagnosing the 
second group of cases. The hemorrhage and shock 
are moderate and the pulse is good, but the pain is 
severe. However, only 50 per cent are diagnosed 
correctly. Local examination is not always neces- 
sary to establish the diagnosis and, if possible, should 
be avoided. 

Cases belonging to the third group require 
immediate treatment before the patient is trans- 
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ported to the hospital. Local manipulation of any 
kind should be avoided. All efforts should be 
directed toward maintaining the patient’s strength 
until the bleeding can be controlled by operative 
measures. The pain should be relieved by morphine, 
the head lowered, and the extremities bandaged. 
As soon as possible the patient should be sent to 
the hospital for operation. A donor should be at 
hand for a blood transfusion which should be begun 
before the abdominal incision is made. The trans- 
fusion of blood should be continued during the 
operation and ended only after the abdomen is 
closed. 

Gentle manipulation during the preparation for 
operation is very essential. The vagina should not 
be washed. Vaginal examination should be avoided. 
While the patient is being prepared for operation 
and the necessary blood tests of the donor are being 
made a hypodermoclysis of salt solution may be 
given under the breast. 

The operation should be performed quickly. The 
damaged tube should be excised by a technique 
which can be executed with expedition and safety. 
It is not necessary to clean up the peritoneal cavity; 
only clots which can be readily removed should be 
sponged out. It is necessary te remove fluid blood 
only so that the operator may see the operative field. 
If the case proves to be an interstitial pregnancy with 
a ragged uterine horn, the tissues in the ragged hole 
should be rapidly cleared away, all the products of 
the gestation removed, the fragments of tissue 
trimmed with the scissors if necessary, and the 
aperture in the horn of the uterus closed with inter- 
rupted sutures, care being taken to suture firmly 
enough to prevent further bleeding. The suture line 
in the horn of the uterus should be peritonized if 
this can be accomplished without prolonging the 
operation too much. A pus tube on the opposite 
side is often encountered but a rapid salpingectomy 
can always be done without danger. 

The author believes that in some of the possibly 
fatal cases in the fourth group life can be saved by 
well-directed action. In a case of ruptured ectopic 
pregnancy with syncope effort must be directed 
first of all to restoring the circulation to a degree 
compatible with life. Experience has shown that 
normal saline solution given intravenously is not 
sufficient to maintain life because it does not remain 
in the circulation. The author has been using a gum 
glucose solution with good results. The patient 
is given an infusion of gum glucose or saline and gum 
solution before being transported to the hospital 
and while this is being done a donor is obtained for 
a blood transfusion. While the preparation is being 
made for the gum infusion the patient is given a 
hypodermic of morphine, the extremities are 























bandaged, the foot of the bed is elevated, and exter- 
nal heat is applied to diminish radiation. Cardiac 
stimulants should not be administered as displace- 
ment of a clot formed in the bleeding vessels must be 
prevented. The donor being at hand and the pulse 
having been restored even partially by means of the 
gum solution, the patient should be transferred to 
the operating room and given the blood transfusion 
at once. After several hundred cubic centimeters of 
blood have been transfused the anesthesia may be 
begun. M. I. MALoneY. 


A Case of Abdominal Pregnancy 
J. Am. M. Ass., 1921, 


Davidson, C. F.: 
at Seventeen Months. 
Ixxvi, 590. 

A mulatto woman was admitted to Easton Emer- 
gency Hospital, December 2, 1920. When she missed 
the menstrual period in August, 1919, she believed 
she was pregnant. She had never been pregnant 
before. October 25, her family physician stated 
she was three months pregnant. During these three 
months she had had some pain in the lower part 
of the abdomen. Her physician gave her a placebo 
for this and told her she would be confined about 
May tr. 

He saw her again May 9, 1920, and considered 
her at term. There were very active foetal move- 
ments and palpation disclosed a foetus, but the 
foetal heart was not heard. On May 13 the physi- 
cian was sent for again as the patient believed 
that she was in labor. The abdomen was in violent 
tonic contraction. One-fourth grain of morphine 
and 8o gr. of bromide were given. During June the 
patient sent for the physician three times because of 
pain and nervousness. 

On her admission to the hospital the uterus was 
normal in size and firmness (non-pregnant). The 
cervix was about the normal size and length. No 
foetal heart or movements were noted. A hard, 
round body like a foetal head could be felt in the 
left hypochondrium under the floating ribs. No 
body could be palpated. The balance of the tumor 
was a fluctuating mass in which a wave from side to 
side was noted when the abdomen was palpated. The 
whole mass could be mapped out. The appearance 
of the abdomen suggested a nine months’ pregnancy. 
The patient had felt no foetal movements since May 
13, 1920, the day she believed she was in labor. June 
13, 1920, normal menstruation came on, lasted four 
days, and had occurred every four weeks since. 
There was no menstrual period from July, 1919, to 
June 13, 1920. 

At operation a greenish-gray tumor to which the 
abdominal wall was adherent was brought into 
view. On the left side in an area the size of a silver 
quarter the tumor was firmly adherent. The tube 
had ruptured and the opening had been closed by 
the abdominal wall. When these were separated a 
large hole was torn in the sac wall. This was fol- 


lowed by a gush of about a gallon of dark brown 
fluid containing particles of dried fecal matter but 
with no odor. 


The opening having been made lar- 
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ger, the foetus was lifted out and the cord cut. The 
sac was then tied off with the right tube and ovary 
and taken out. Cutting the cord and tearing the 
opening in the sac was unaccompanied by a flow 
of blood. The sac and the skin of the child had the 
feeling and appearance of leather which had been 
soaked in water fora longtime. The bladder in front 
and the intestines behind were adherent to the sac. 
There was a good deal of oozing of blood while 
these were peeled off and in some places suturing 
was necessary. Three cigarette drains were placed, 
one in the pelvis behind the uterus, one in the right 
iliac region, and one from above. The wound was 
closed to the drains. 

The sac with the placenta weighed 2 lb., 14 oz. 
The baby was 23% in. long and 211% in. across from 
the tip of one forefinger to the other. It weighed 
7 Ib., 7 0z., and was absolutely bloodless. The 
cord was g in. long. The sac was 1 in. thick in some 
areas and as thin as paper in others. The tube was 
very large and thick and its appearance indicated 
that it had been ruptured and that the sac and con- 
tents had come through the laceration. This rent 
had occurred on the top of the tube near the fim- 
briated extremity. It evidently took place during 
early pregnancy. The pedicle which held the sac 
to the tube came from the inside of the tube through 
the rent. 

The patient left the hospital, December 24, 1920, 
in good condition. On January 20, 1921, her physi- 
cian reported that she had entirely recovered. 

Epwarp L. CoRNELL. 


Thélin, C.: The Treatment of Placenta Previa 
(Le traitement du placent previa). Re». méd. de la 
Suisse Rom., 1921, xli, 65. 


According to Thélin, placenta previa is observed 
less frequently than is supposed. It occurs in only 
about 1 per cent of hospital cases. Thus there were 
only 466 cases of this condition among 80,000 cases 
admitted to the Lying-In Hospital of New York 
City during a period of twenty years. According to 
the statistics of over 1,331 hospital cases the 
maternal mortality is about 9.30 per cent and the 
foetal mortality 53 per cent. 

Thélin reviews the methods of treating placenta 
previa, especially caesarean section. He himself 
has performed a cesarean section successfully within 
recent years in 5 cases of placenta previa in the 
Lausanne Maternity Hospital. 

In Thélin’s opinion both cesarean section and the 
usual methods have their place in the treatment of 
placenta previa. Total rejection of the Braxton- 
Hicks version and other procedures in favor of the 
cesarean operation is not warranted. The decision 
as to the method to be employed must be based on 
the indications of the particular case. In regard to 
the mother’s safety the determining factors are: 
(1) the general condition, (2) the condition of the 
lower segment of the uterus, and (3) the extent of 
the placenta previa. In the case of the child 
viability is the factor of chief importance. Other 
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factors are the condition of the area of operation and 
the surgical skill of the obstetrician. 

Fever is an absolute, and anemia a relative, 
contra-indication. By the lower segment of the 
uterus the author means the portion of the corpus 
and neck which must distend to allow the passage 
of the foetus. If its condition indicates a prolonged 
labor caesarean section should be considered. 
Neither the death nor low viability of the child 
contra-indicates the caesarean operation. 

W. A. BRENNAN. 


LABOR AND ITS COMPLICATIONS 


Costa, R.: Partial Symphysectomy of the Upper 
Part of the Symphysis Pubis; A New Operation 
for the Treatment of Contracted Pelvis with 
Permanent Results (La sinfiectomia parziale; 
asportazione della parte superiore della infisi pubica; 
una nuova operazione per la terapia dei vizi pelvici 
con effetti permanenti). Clin. ostet., 1920, xxii, 249. 

In cases in which pelvic stenosis is limited to the 
superior strait and more precisely to the conjugata 
vera, removal of the upper part of the symphysis 
pubis opposite the anterior extremity of the conju- 
gata vera and of some of the surrounding bone tissue 
removes the obstruction to birth; the conjugata 
vera is lengthened by from 2 to 3 cm. The opera- 
tion is easy and without danger to any organs in the 
vicinity, and hemorrhage need not be feared. Costa 
has performed it in 4 cases with entirely satisfactory 
results. 

The operation is extra-peritoneal. By a Pfannen- 
stiel incision the space of Retzius is penetrated and 
gauze compresses are inserted to protect the bladder 
and peritoneum and to isolate the operative field. 
The recti muscles are cut transversely to the right 
and left at about 1 cm. from the median line just 
above the symphysis. The periosteum of the upper 
margin of the symphysis is then incised from one 
pubic spine to the other and from the posterior sur- 
face of the symphysis to almost half of its width. 
With a scalpel a part of the osteocartilaginous tis- 
sue is removed from above downward and from the 
front backward for about half its thickness. The 
upper part of the symphysis is removed in its en- 
tirety. 

The first case was that of a woman four months 
pregnant. The second operation was done in the 
course of labor in a case in which the conjugata 
vera was 80 mm. Strong contractions for four hours 
failed to force the foetal head beyond the obstacle. 
Rather than perform a cesarean operation the 
author did a partial symphysectomy. A living child 
was delivered and the woman made a good recovery. 
The third operation also was done during labor in a 
case in which the conjugata vera was only 70 mm. 
After the operation a living child was born spon- 
taneously. The fourth operation was performed on 
a II-para. The delivery of the first child was 
effected by means of the forceps. The conjugata 
vera was 78 mm. After operation, which was done 
at the end of pregnancy, a living child was born 


spontaneously. In all cases the mothers made a good 
and rapid recovery. 

The author draws the following conclusions: 

1. The removal of the upper part of the symphy- 
sis pubis, partial symphysectomy, is an easy 
operation. 

2. There is no danger from hemorrhage. 

3. The operation may be performed during preg- 
nancy without disturbing the gestation. 

4. It leaves a permanent depression correspond- 
ing to the osteocartilaginous parts removed, and by 
this the pelvis is enlarged so that the operation is 
beneficial for succeeding labors. 

5. It can be performed during labor. 

6. The mechanism of birth is facilitated as there 
is easier anterior parietal inclination of the foetus. 

7. There is an elongation of the conjugata vera 
of from 2 to 3 cm. 

8. There is no ambulatory or other trouble follow- 
ing the operation. W. A. BRENNAN. 


Dorman, F. A., and Lyon, E. C. Jr.: A Critical 
Study of 270 Cases of Dry Labor. Am. J. Obst. 
& Gynec., 1921, i, 595. 


From 2,000 histories the authors collected 270 
cases of prematurely ruptured membranes in women 
with viable infants. The rupture occurred at least 
twelve hours before delivery. This gives an in- 
cidence of clinically significant cases of dry labor of 
13.5 per cent. The proportion of primigravide was 
somewhat more than that of multigravide. 

The most constant factor in the causation of dry 
labor seemed to be deformities of the pelvis, these 
being present in 7+ per cent of the whole number of 
cases. 

In summarizing their conclusions the authors 
state that their deductions are necessarily confused 
because in many of the cases there were other 
reasons beside ruptured membranes which were 
responsible for prolonged labor, fever, and infant 
mortality. In other words, obstetrical complica- 
tions seem to be a cause of dry labor nearly as fre- 
quently as dry labor seems to be a cause of com- 
plicated labor. 

It seems established by these figures, however, 
that the length of time during which the mem- 
branes were ruptured before labor is not an im- 
portant factor, either in prolonging labor or in 
causing morbidity or foetal mortality. Protracted 
duration of the pains in dry labor, on the other hand, 
greatly increased the morbidity and tripled the 
foetal mortality. 

The morbidity risk increased consistently in 
proportion to the number of vaginal examinations. 
There can be no doubt that every vaginal examina- 
tion of a patient with ruptured membranes is a 
dangerous procedure. The rectal touch should be 
employed instead as much as possible. 

The use of the dilating bag, even for the purpose 
of inducing labor, did not reduce the morbidity 
and seemed unfavorable to the foetus. With an 
operative termination in 54 per cent of such induced 
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labors and an average labor of over twelve hours, 
the question arises whether induction of labor by 
bags is justifiable. 

Dry labor requires operative termination in one- 
third of the births. The risks of breech labor are 
much greater if the membranes are ruptured early. 

Dry labor increases puerperal morbidity 8.5 per 
cent and foetal mortality 3 per cent, the dangerous 
elements being prolonged labor, intra-uterine con- 
tamination (usually from vaginal examinations), 
and the operative terminations. 

EpWARrD L. CorneELL. 


PUERPERIUM AND ITS COMPLICATIONS 


Smead, L. F.: Thrombophlebitis During the Puer- 
perium Following Influenza, with a Report of 
Cases. Am. J. Obst. & Gynec., 1921, i, 447. 

The present interest in septic, puerperal pelvic 
thrombophlebitis dates from a paper by Trendelen- 
burg in 1902. 

The condition is not infrequent in the puerperium 
because of the slowed blood current and the oppor- 
tunities for infection. 

The disease consists usually of a streptococcus 
infection which as a rule enters through the placental 
site, extends by the ovarian and uterine veins, and 
results in pyemia and death in about 50 per cent of 
the cases. The acute cases are rapidly fatal, but in 
the subacute cases the prognosis is better largely 
because the progress of the infection is delayed or 
blocked by a thrombosis in the pelvic veins. Peri- 
vascular and uterine abscesses are common com- 
plications. 

The clinical course of the disease is marked by a 
suddenly fluctuating temperature, severe chills, a 
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relatively low pulse rate, and prolonged course of the 
disease. A sharply defined, painless, slightly tender, 
cord-like induration in the region of the pelvic veins 
can be made out sooner or later. The results of the 
blood cultures are uncertain. A striking feature is 
the surprisingly good condition of the patient be- 
tween the rigors. 

The diagnosis of pelvic thrombophlebitis is fairly 
accurate. Differentiation must be made from 
septicemia, pelvic lymphangitis, uterine infection, 
and thrombophlebitis in other vessels. 

The operative mortality is undoubtedly some- 
what lower than the non-operative. The indications 
for operation are hard to define but cases with 
septicemia, metastatic foci, and vena cava involve- 
ment are not operable. 

Prophylaxis consists of intelligent obstetrics, 
careful asepsis, complete evacuation of the uterus, 
and good drainage, traumatism and hemorrhage 
being reduced to the minimum. The circulation in 
the puerperium is kept active by good food, fresh air, 
early rising, and heart stimulation if necessary. 

The non-surgical treatment consists of general 
supportive measures with the avoidance of anything 
which may dislodge a thrombus such as douches, 
enemata, and pelvic examinations. Vaccine and 
serum treatments have been disappointing. 

The surgical treatment consists in the ligation or 
excision of the involved veins by the transabdominal 
route and the drainage of perivascular abscesses. 

Opinion upon the question of surgical intervention 
in pelvic thrombophlebitis is still divided but all 
agree that great conservatism must govern the choice 
of cases and the decision for operation. 

The article gives a report of three cases of pelvic 
puerperal thrombophlebitis following influenza. 
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ADRENAL, KIDNEY, AND URETER 


Taylor, K. P. A.: Nephrolithotomy in Horseshoe 
Kidney. Am. J. M. Sc., 1921, clxi, 238. 


During the entrance of the foetal kidneys into the 
abdominal cavity and their ascent to the normal 
position it is probable that occasionally they are 
caught in the ring formed by the umbilical arteries. 
During this arrest in movement, fusion of the two 
kidneys may take place. 

Fusion may occur in any manner. One kidney 
may be superimposed upon the other (‘‘disk kid- 
ney’’) or the upper pole of one kidney may become 
fused with the lower pole of the other (‘‘sigmoid 
kidney”). More frequently, however, the fusion 
occurs between the two upper or, most frequently, 
the two lower, poles. The isthmus connecting the 
two poles varies in thickness from a few centimeters 
to the normal thickness of the kidneys. The con- 
cavity is usually downward and the greater the 
thickness of the isthmus the more caudal the kidney. 
The pelves and ureters are usually ventral to the 
kidney. The blood supply is almost always anoma- 
lous. Six or more renal artieries may be found 
passing to each kidney and there are corresponding 
veins. 

From autopsy statistics the average incidence of 
horseshoe kidney is found to be 0.7 per cent. The 
incidence in males is much higher than that in 
females, some reports estimating it at 14 to 1. 
Horseshoe kidney is encountered relatively more 
frequently at operation than at autopsy. This 
fact is taken to indicate that by reason of its low 
position and the twist in the renal pelves to attain 
their ventral position, the horseshoe kidney is pre- 
disposed to pathology. The most common lesions 
are hydronephrosis and pyonephrosis. The diagno- 
sis is occasionally made by inference. If both kid- 
neys are palpated in a distinctly caudal position, 
and particularly if their lower poles are felt to in- 
cline toward the midline, horseshoe kidney should 
be suggested. The pyelogram may show the pelves 
lower than normal and distended. Frequently the 
contrast fluid may run out of the pelves as soon as 
it is put in because of their vertical position. If 
a stone is present the shadow may be lower than 
normal. 

Most of the operations upon horseshoe kidney 
have been directed against a pyonephrosis or hydro- 
nephrosis. Exposure and mobilization and control 
of the hemorrhage are the main difficulties. Opera- 
tions for stone have been less frequent. The author 
cites a number of cases from the literature and 
gives a detailed account of one case reported by 
Primrose in which a palpable tumor of the abdomen 
was presented. Operation revealed a horseshoe 


kidney, one organ of which was consumed by a 
malignant cyst in which many calculi were found. 
A diagnosis of stone in the left kidney was made 
before operation. From the cases cited the author 
draws the following conclusions: 

1. The possibility of horseshoe kidney must be 
borne in mind in the examination of kidney cases 
which exhibit a caudal position of the kidneys and 
abdominal pain or tenderness. 

2. The transperitoneal operation is the operation 
of choice in dealing with horseshoe kidney. 

3. If a horseshoe kidney is encountered upon 
lumbar operation and moderate efforts fail to dis 
locate it, it is advisable to defer further effort rathe: 
than to make an enlarged and mutilating incision. 

C, R. O’CROWLEY. 


Marchildon, J. W.: Infection of the Kidneys Fol- 
lowing Prostatectomy. Am. J. M. Sc., 1921, 
clxi, 243. 

Marchildon assumes that in all cases of hypertro- 
phy of the prostate with urinary retention there is 
infection of the bladder. If the prostate is removed 
immediately, the infection is very apt to spread to 
the kidney, producing a pyelonephritis. Mention 
is made of a group of cases in which the urine is 
clear and sparkling, there is no infection of the 
bladder and only slight retention but death occurs 
after a one-stage prostatectomy. In the author’s 
opinion, infection occurs in such cases immediately 
after the operation, especially infection of the blad- 
der, which results secondarily in pyelonephritis. 

In the order of their occurrence the dangers fol- 
lowing prostatectomy are toxemia, hemorrhage, 
uremia, and pulmonary complications. 

In a study of the records of the postmortem 
examinations he has made, Marchildon found that 
pyelonephritis was a more frequent cause of death 
than any other condition. When uremia was the 
clinical cause of death the postmortem examination 
demonstrated the presence of infection in the kid- 
neys. The urinary bladder was infected in prac- 
tically every case and seemed to be the point of 
origin of the pyelonephritis. The greater number of 
deaths occurred when the complete prostatectomy 
was done in one stage. A number of case histories 
are reported to illustrate the different types of 
cases and to demonstrate when and how infection 
occurs. 

In the author’s opinion preliminary treatment by 
means of prolonged drainage will prevent a great 
many deaths following prostatectomy which are 
due to infection. After free drainage has been 
instituted and the patient has improved as much 
as possible, the second stage of the operation may 
be done. 
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Marchildon warns against immediate prostatec- 
tomy when the urine is found to be clear and there 
is little bladder retention, as in his experience the 
mortality is high after the one-stage operation. He 
advises cystoscopy in every case in which a prosta- 
tectomy is contemplated in order that complications 
such as stone, diverticula, etc. may be discovered 
and treated. 

Systematic catheterization or the use of a reten- 
tion urethral catheter does not give as good results 
as the suprapubic cystotomy. The infection is 
cleared up much more slowly by the former method 
than by the latter. 

The author discusses his experience with hemor- 
rhage following prostatectomy. He pays little 
attention to such hemorrhage as it has not been a 
cause of death in a single instance. There is little 
bleeding if the patient has been prepared for opera- 
tion by prolonged drainage of the bladder. 

G, J. THomAs. 


Hartman, G. W., and Goldman, S. A.: Bilateral 
Nephrolithiasis. California State J. M., 1921, xix, 
59. 

The authors report a statistical study of 42 cases 
of nephrolithiasis representing all types, and dis- 
cuss 6 cases in detail. 

In 10 cases the condition was bilateral. Thirty- 
two of the patients were males, and 10, females. 
The youngest was 22 and the oldest 82 years. The 
average age was 43 years. The duration of symp- 
toms ranged from two days to thirty-five years. 
The stones were situated on the right side in 14 
cases and on the left side in 16. In 1 of the cases of 
bilateral stone a horseshoe kidney was found. 

A carefully taken history is the first step in the 
diagnosis as it gives clues from which theories may 
be formulated. The symptoms of renal calculus 
are striking and characteristic to one used to inter- 
preting them. In the cases reviewed the chief aid 
in the diagnosis was the radiogram. In 29 the pres- 
ence of stones was shown by the X-ray; in 4 cases 
they were not found by the X-ray, but were later 
passed. In 2 cases they were found at operation. 
The physical examination rarely gives positive 
findings, but is of value in excluding other condi- 
tions. The cystoscopic findings were negative in 
the majority of cases. In 1 case a stone was dis- 
covered to be impacted in the ureteral orifice. 
Functional tests showed marked improvement after 
the removal of the stone. 

Proper preparation is essential for clear radio- 
grams. The authors obtain good results by giving 
14 oz. of castor oil on the morning and evening of 
the day before the examination, allowing clear 
fluids but no milk that day and no breakfast on the 
day the plate is made. Enemas are not given as 
they tend to produce gas. The examination must 


include the entire urinary tract and show the bony 
and soft structures, especially the psoas muscles. 

The authors sum up their conclusions as fol- 
lows: 
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1. Bilateral nephrolithiasis does not differ essen- 
tially in history or symptomatology from unilateral 
nephrolithiasis. 

2. A carefully taken history is the first essential 
to the proper study of the case. 

3. The symptoms of renal calculus are frequently 
misinterpreted; hence the necessity of correlating 
all findings. 

4. Pain is a constant symptom and varies from 
a dull ache to colic; radiation of pain is the most sug- 
gestive. 

5. Frequency of urination is the most common 
symptom. 

6. The physical examination is of value chiefly 
to exclude other conditions. 

7. The cystoscopic findings are not striking. 

8. Function is usually depressed on the affected 
side. 

9. The X-ray gives the best evidence, but is not 
infallible. 

1o. Proper preparation for the X-ray examination 
and a study of the entire urinary tract are essential. 

11. There is no objection to a pyelogram if the 
shadow-casting fluid can be drained off. 

12. In bilateral involvement, the better side 
should be operated upon first unless distressing 
symptoms arise from the poorer side. 

13. Patients with bilateral nephrolithiasis may 
do well if let alone. 

14. The fact that some persons are calculus-form- 
ers suggests caution in operating and a guarded 
prognosis. Louis Gross. 


BLADDER, URETHRA, AND PENIS 


Bremerman, L. W., and McKellar, M.: Acute 
Gonorrheeal Urethritis. Minnesoia Med., 1921, 
iv, 68. 

In order to obtain the best results in the treat- 
ment of gonorrhoea, the diagnosis is all-important. 
Exposure and a urethral discharge do not necessarily 
indicate gonorrhoea. The patient may have a sim- 
ple, non-specific infection due to staphylococci, 
bacillus coli, streptococci, or monococcus catar- 
rhalis. These organisms, with the exception of the 
latter, may be distinguished easily with the micro- 
scope. The monococcus catarrhalis is frequently 
mistaken for the gonococcus as it groups itself 
similarly, has the same staining qualities, and is 
gram-negative; it may be differentiated, however, 
by the fact that it grows rapidly and profusely on 
almost any medium. The gonococcus grows only on 
special media, in special environment, and has a 
longer period of incubation. - Occasionally, however, 
the length of the incubation period is difficult to 
ascertain because of a history of two or three expo- 
sures in the course of a week. Urethral discharge 
may be the result also of an intra-urethral chancre 
and acute exacerbations of chronic urethritis, and 
similar conditions considered healed. 

The rule that local treatments should not be begun 
until the acute symptoms have subsided is erroneous. 
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The organism soon burrows into the underlying 
structures and there produces marked pathologic 
changes. Delay allows an increase in the area of 
mucosa infected, favors numerous other complica- 
tions, and endangers the posterior urethra. Pos- 
terior urethritis should not be considered as a 
natural stage of the disease, but as a complication. 

The treatment, which should be instituted as 
soon as the diagnosis is made, is simple, but strenu- 
ous. The penis is examined with special reference 
to the meatus with the patient in the dorsal position. 
If the meatus is below 16 F. a meatotomy is done 
immediately, the meatus being enlarged up to 26 
or 30 F. Protargol, 1 to 2 per cent, argyrol in full 
strength, albargin, 1 to 2 per cent, or nargol, 2 per 
cent, is injected into the anterior urethra by means 
of a 6 to 8 c.cm. syringe fitted with a detachable soft 
rubber nozzle. Force is not necessary; in fact, is 
contra-indicated. The anterior canal is filled to 
slight dilatation, and the solution is retained ten 
minutes. The patient is instructed to hold the 
urine for at least two hours. In severe cases the 
treatment is given three times daily, and in ordinary 
cases, twice daily. 

The discharge is examined microscopically daily, 
and when it has ceased and there is no evidence 
of gonococci in the shreds in the urine, a stimulating 
treatment is begun. This consists of anterior irri- 
gations of hot potassium permanganate solution, 
1:1,800 daily. Zinc sulphate solution 1:6,000 or 
picric acid 1:8,000 may also be used. If this routine 
is carefully carried out, the duration of the condition 
will be short and the posterior urethra will rarely 
become involved. 

Posterior urethritis is the most frequent complica- 
tion. The symptoms are marked frequency of 
urination and inability to hold the urine. The two- 
glass test will show that the urine in both glasses 
contains pus and is cloudy and usually opaque. 

In the treatment of posterior urethritis, which is 
similar to that of the anterior condition, a 20-c.cm. 
syringe is employed so that not only the anterior 
urethra is filled, but also the posterior urethra. The 
injection is given gently and the patient is told to 
attempt to urinate. This produces muscular relaxa- 
tion and the solution will run into the posterior 
urethra where it is retained for from five to ten 
minutes. Two to three treatments are given daily 
with the same solutions used in the treatment of 
anterior urethritis. As a rule the symptoms will 
clear up in two or three days. The posterior injec- 
tions are then stopped and the anterior condition 
alone is treated. 

Other complications are phimosis, paraphimosis, 
peri-urethritis, abscess of the glands of Littré, and 
sometimes suppurative inguinal adenitis. Acute 
cowperitis also occasionally follows with the symp- 
toms of mild or severe pain and fullness in the peri- 
neum made worse by exercise and by defecation. 
In this condition the patient should be put to bed, 
hot applications should be applied to the perineum, 
and opium and belladonna suppositories given by 
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rectum to relieve the pain. Active treatment of 
the anterior urethritis should be continued. Ab- 
scess may occur with the usual symptoms of sepsis, 
frequency, dysuria, tenesmus, or even retention. 
The abscess should be opened and drained through 
the perineum. 

One of the most dreaded complications of gonor- 
rhoea is arthritis, which usually arises in the third 
week of the infection. The authors have not seen this 
condition in patients treated within twenty-four hours 
after the discharge began. The arthritis may be 
mono-articular or polyarticular. The patient should 
be put to bed with extension on the joints; active 
treatment should be given for the urethritis and 
local treatment to the joints. The authors consider 
anti-gonococcic serum almost a specific; 5 to 10 
c.cm. are injected as an initial dose and repeated in 
twelve hours if necessary. If the condition is then 
not markedly improved, 2 c.cm. are given daily. 

Systemic gonorrhoeal infection such as that lead- 
ing to endocarditis or myocarditis is rare. Infection 
of the prostate is readily recognized. Massage of the 
prostate is absolutely contra-indicated. A pros- 
tatic abscess should be drained through the peri- 
neum. Acute seminal vesiculitis is not rare in the 
presence of posterior urethritis and prostatitis. 
Local treatment is necessary; incision is rarely 
indicated. 

Acute epididymitis usually appears in the latter 
part of the second week, in the early part of the 
third week, or later. The treatment may be pro- 
phylactic, local, and surgical. The urinary bladder 
may be involved by the extension of the condition 
from the posterior urethra and give rise to both local 
and general symptoms. The patient should be put to 
bed on a liquid diet. Free catharsis should be 
obtained, and suprapubic hot compresses used. 
Instrumentation is not to be considered in this con- 
dition. Injections should be given, as in posterior 
urethritis, with sufficient solution to allow a few 
cubic centimeters to run into the bladder. This 
should be retained as long as the patient can do so 
comfortably. The injection should be administered 
twice daily. Sodium benzoate, 1o gr., should be 
given internally three times daily. 

Patients may be given permission to marry when 
the urine is free from pus and bacteria and when there 
are no lesions in the urogenital tract after repeated 
examinations over a period of three months. The 
complement-fixation test, which is as valuable in 
gonorrhoea as the Wassermann reaction in syphilis, 
must be negative. 

The article gives the symptoms and treatment of 
various complications in detail. C. F. ANDREws. 


Donovan, W. M.: The Fourth Venereal Disease, 
Ulcerative and Gangrenous Balanoposthitis: 
With Case Report. Am.J. M. Sc., 1921, clxi, 267. 


Donovan mentions the scarcity of reports on the 
so-called ‘‘fourth venereal disease,” to which Corbus 
and Harris first called our attention in 1909. He 
discusses the frequency, history, etiology, pathology, 
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symptomatology, diagnosis, and treatment of the 
condition. Bataille and Berdal found it in 2 or 3 
per cent of rather a large series of venereal cases. 
Corbus writes that it is seen infrequently in private 
practice—about once in 200 cases. — ; 

The “fourth venereal disease” is an acute in- 
flammatory disease of the glans penis and the 
opposed surface of the prepuce which is character- 
ized clinically by ulceration, a copious flow of 
strongly odorous pus, and at times by gangrene. 

Previous to 1889 several forms of balanoposthitis 
were known, but Bataille and Berdal were the first 
to recognize this condition as a distinct disease, to 
demonstrate its infectious, venereal, inoculable, and 
auto-inoculable nature, and to describe its clinical 
aspects and etiology. 

This disease is caused by an anaerobic vibrio 
which is gram-positive and by a spirocheta which 
is also anaerobic but gram-negative. The predis- 
posing causes are: (1) a redundant prepuce with a 
tendency to phimosis which favors anaerobic con- 
ditions, and (2) an unclean preputial sac with de- 
composing smegma. 

Donovan finds two pathologic forms, the ulcera- 
tive and the gangrenous, the latter being the result 
of the former. He describes them as follows: 

In the ulcerative form exfoliation of epithelium 
occurs in numerous spots on the surface lining the 
preputial sac and preputial meatus. Its progression 
leads to ulcerations which are irregular in outline, of 
a somewhat punched-out appearance, and bright 
red in color with a whitish margin of necrosed epi- 
thelium. Later the ulcerations become very deep 
and are covered by a grayish-white membrane 
which discharges much yellowish-white pus of a 
characteristic foul odor. 

Microscopically there is infiltration by leucocytes, 
injection of vessels, and exudation of serum. The 
spirochete and fusiform bacilli penetrate the tis- 
sues even to the lumina of the blood vessels and 
the neighboring lymph nodes (Sherber and Muller). 

In the gangrenous form the process continues to 
the state of mortification, sometimes affecting the 
whole penis and necessitating amputation. 

The period of incubation ranges from two to 
eight days. At first there is mild itching with con- 
stant burning pain in the preputial sac and extreme 
tenderness to manipulation. Exfoliation then oc- 
curs and is followed by ulceration and pus. (dema 
with phimosis, heat, redness, and a palpable dorsal 
lymph vessel are common. Bilateral inguinal adeni- 
tis is frequent, but the nodes do not suppurate. 

Constitutional symptoms are absent in the mild 
cases. The course of the disease is progressive to 
gangrene unless proper treatment is instituted. 
Under proper care, the condition is usually cured in 
two or three weeks unless it is complicated by syphilis. 

The diagnosis is confirmed by the finding of the 
vibrio and the spirochet# in the pus. 

Differentiation must be made from chancroid, 
chancre, gonorrhcea, hyperpreputialis, veneroid 
ulcer, and ordinary balanitis. 
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As prophylactic treatment circumcision is ad- 
vised. The phimosis should be treated by making 
a dorsal slit to aid in the application of remedies and 
favor aerobic conditions. The sac should be irri- 
gated every few hours with peroxide of hydrogen 
solution. Arsphenamin or neoarsphenamin in 
powder form should be applied to the ulcers daily. 

The author concludes his paper with a case report. 

G. J. THomas. 
GENITAL ORGANS 
Dobson, J. F.: The Function of the Kidneys in En- 
largement of the Prostate Gland. Brii. M. J/., 
1921, i, 289. 

The author claims that to obtain a low mortality 
in prostatectomies, such as the mortality of 3 per 
cent reported by Freyer, requires rigid selection of 
cases. 

The percentage of patients with hypertrophied 
prostates undergoing a prostatectomy varies with 
different operators. The author operates on about 
75 per cent of his cases and finds that this percentage 
is gradually increasing. 

Various conditions contra-indicating prostatec- 
tomy are listed. Patients with poor renal function 
due to back pressure are not infrequently seen 
among the better classes, but are rarely observed 
in the clinics. These men present themselves with 
a distended bladder, at times with complete reten- 
tion, and often show signs of uremia. The urine is 
sterile and the patient’s general condition is poor. 
Such patients are poor risks; they will die if a 
prostatectomy is done, and if catheterization is 
resorted to a fatal infection may ensue. 

In infected cases the infection may have extended 
to the kidney, producing a pyelonephritis. A long- 
standing pyelonephritis inevitably impairs renal 
function. There is distention of the ureter and renal 
pelvis, fever, renal pain, and enlargement and 
tenderness of the kidneys. 

As tests of renal function, indigo carmine and 
phenolsulphonephthalin are used, but the author 
places the most reliance on the concentration of the 
blood urea. 

The two-stage operation is employed in cases in 
which there is impairment of the renal function. 
The preliminary cystotomy is done under local 
anesthesia and the time of the second operation 
under general anesthesia is much shortened. The 
two-stage operation gives an opportunity to remove 
calculi and clean up infection, and relieves the back 
pressure on the kidneys before the important step 
in the procedure is carried out. The patient’s 
general condition improves, the uremic symptoms 
disappear, the appetite becomes normal, sleep is 
obtained, and the patient is therefore in a much bet- 
ter condition to stand the shock of a prostatectomy. 

Some operators advocate the two-stage operation 
for prostatectomy in all cases. It is impossible to 
determine beforehand which cases are good opera 
tive risks and the possible benefits of a period of 
drainage of the bladder should be extended to every 








502 INTERNATIONAL ABSTRACT OF SURGERY 


patient. Freyer claims that the two-stage operation 
delays the necessary radical operation and renders 
it more difficult to enucleate the tumor because of 
the induration developing about the suprapubic 
wound. 

In a series of cases in which blood-urea deter- 
minations were made it was found that the urea 
concentration corresponded very closely to the 
clinical symptoms. Following cystotomy there was 
a decided fall in the urea content of the blood. 

Renal function may be impaired even when there 
is no infection of the urinary tract. On the other 
hand, there may be a marked infection without 
impairment of the renal function. 

In preliminary cystotomy in infected cases the 
author applies the Carrel technique. Tubes are 
placed in the bladder and antiseptic irrigations are 
given every two hours. As Dakin’s solution is too 
irritating and flavine is comparatively ineffective, 
eusol is used in most cases. The bladder is kept dry 
by a suction apparatus. Under this treatment the 
pus and foul odor of the urine rapidly decrease and 
infection about the wound and in the space of 
Retzius does not occur. This instillation method is 
effective also in preventing infection in patients with 
infected bladders. In order to minimize postopera- 
tive infections the author continues the antiseptic 
instillation after the prostatectomy. Undue haste 
in closing the bladder may at times prevent the 
clearing up of a serious infection. The urine may 
be directed through the urethra but pyuria may 
persist, increase, and act as a typical focus of 
infection. 

By estimating the blood-urea content it is possible 
to ascertain the amount of impairment of the renal 
function. Improvement in the infection of the 
bladder is determined only by ordinary clinical 
observations. A. J. SCHOLL. 


Messerschmidt, T., and Messerschmidt, W.: The 
Bacteriology of Chronic, Post-Gonorrheeal In- 
flammation of the Prostate and Its Treatment 
with Autovaccines (Die Bakteriologie der chro- 
nischen postgonorrhoischen Prostataentzuendungen 
nebst therapeutischen Versuchen mittels Auto- 
vaccinen). Deutsche med. Wchnschr., 1920, xlvi, 1416. 

In 42 cases of chronic prostatitis the prostate 
secretion was examined microscopically and cul- 
turally and 19 different kinds of bacteria were 
found. Most of them were staphylococcus albus 
and aureus, pneumococcus, micrococcus catarrhalis, 
micrococcus tardissimus, bacillus coli, bacillus 
pseudo-diphtheriticum, and sarcine. Gonococci 
were found in only 3 cases, although they were all 
cases of old gonorrhoea. 

Mixed autovaccines were made of the bacteria 
found in each case. After twenty-four hours in 
physiological salt solution the cultures were re- 
moved, killed at 65 degrees, and kept in 1 per cent 
carbolic acid solution. In other cases the vaccines 
were not heated but were rubbed up with 0.5 per 
cent carbolic acid. 


The injections of these vaccines were well borne 
by the patients, and in most of the cases the pain, 
swelling, and secretion of the prostate disappeared 
within two or three weeks. In some cases there was 
no result except a decrease of the bacteria at first, 
but after further vaccine treatment recovery re- 
sulted. In the prostatic secretion diplococci resem- 
bling gonococci were frequently found. 

Von TAPPEINER (Z). 


Fullerton, A.: Stenosis at the Internal Meatus 
After Suprapubic Prostatectomy. Brit. M. J. 


1921, 1, 301. 


The author describes the stenosis which occa- 
sionally results at the vesicoprostatic orifice follow- 
ing prostatectomy. In certain cases, shortly after 
the prostate is removed, it is difficult or impossible 
to pass a catheter or an instrument into the cavity 
of the bladder even though there is no difficulty 
in micturition. The instrument seems to be in a 
free cavity below the bladder; injected fluid reaches 
the viscus but it is difficult to insert the tip of the 
instrument into the bladder. This difficulty is due 
to the lack of the guidance of the prostatic urethra 
and to the fact that the vesical orifice of the prostate 
cavity is not in alignment with the direction of the 
urethra. A contraction of this orifice adds to the 
difficulty. 

Several illustrative cases are given. In one case 
the author found it necessary to do a suprapubic 
exploration of the bladder. A tent-like membrane 
was found almost completely covering the prostatic 
cavity, the bladder outlet having contracted down 
to a very small opening. This vesicoprostatic mem- 
brane was enlarged. The suprapubic wound then 
healed readily and after a short time the patient was 
able to urinate normally. 

To prevent recurrence of this condition the author 
cuts the vesicoprostatic septum at the time of 
operation. When the complication is suspected, 
urethral dilators should be passed for some time 
following prostatectomy. A. J. SCHOLL. 


Brenner, A.: The Treatment of the Inguinal Tes- 
ticle (Zur Frage der Behandlung des Leistenhodens). 
Wien. klin. Wehnschr., 1920, xxxiii, 1062. 

In 1912 Hofstaetter of the Eiselsberg Clinic recom- 
mended replacement of the testicle in the abdomen 
but orchidopexy into the scrotum has been done 
by most operators, abdominal replacement being 
recommended by only one other author (Hoepfel). 
The removal of the inguinal testicle is of course the 
simplest and most radical procedure, but on account 
of the internal secretion of the gland this operation 
should be restricted to cases of gangrene and tumor 
formation. There are numerous methods for scrotal 
orchidopexy (over goo) but none is absolutely satis- 
factory. At best, only about 50 per cent of the cases 
so treated are cured or benefited. 

The abdominal replacement may be preperitoneal 
or intraperitoneal. In the preperitoneal method the 
testicle is placed between the peritoneum and the 
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posterior sheath of the rectus after ligation or 
removal of the sac, if present. It is either forced 
through the open processus vaginalis or through a 
peritoneal slit in the abdominal cavity. 

The advantages of intra-abdominal replacement 
are that the technique of the operation is simple, 
there is complete closure of the inguinal canal, there 
is no tension on the testicle, the testicle does not 
atrophy as easily as following orchidopexy, and there 
is complete disappearance of the symptoms. The 
chief objection against the operation is that the 
testicle cannot be observed later and the develop- 
ment of malignancy cannot be seen. The danger of 
malignant degeneration, however, is probably over- 
estimated. Moreover, it is undoubtedly less than 
when the organ is exposed to mechanical irritation. 
Malignant degeneration of an abdominally replaced 
testicle has so far not been reported. Differential 
diagnostic difficulties, however, such as confusion 
with appendicitis, may arise in the presence of an 
acute epididymitis: Kinking or torsion of the cord 
seems of more theoretical than practical importance. 

Careful re-examinations of the cases of orchid- 
opexy at the clinic showed that a good result was 
obtained in only 12 per cent and a satisfactory result 
in only 32 per cent. In a number of these cases, 
however, there was considerable pain so that an 
entirely perfect result was obtained in only 12 per 
cent. Abdominal replacement gave a perfect result 
in 78 per cent and it seemed that the intraperitoneal 
method gave a better result than the preperitoneal 
method. ScuuBERrtT (Z). 


MISCELLANEOUS 
Pleschner, H. G.: The Physiology and Pathology 
of Micturition (Zur Physiologie und Pathologie 
der Miktion). Ziéschr. f. urol. Chir., 1920, v, 148. 

This exhaustive work, founded on self observa- 
tion, anatomical study, and the examination of a 
large amount of clinical material, clears up many 
points in regard to the nature of micturition under 
normal and pathologic conditions, especially in 
hypertrophy of the prostate and following prostat- 
ectomy. 

The desire to urinate is a manifestation of the 
first reaction of the sphincter muscle of the bladder 
which prevents the discharge of the urine so long as 
only a certain amount under a certain degree of 
pressure is collected in the bladder. As the bladder 
is able to adapt itself to its contents to a high 
degree on account of its muscular structure, pressure 
plays the most important part in its emptying. 

The filling and emptying of the bladder is an 
alternating action of the two antagonistic muscles, 
the sphincter vesice and the detrusor urine (Adler). 
The contraction of one is coupled with relaxation 
of the other. The action of the detrusor is less; its 
task is to let the bladder stretch as it slowly fills, and 
then actively to further the discharge of the urine 
through the open urethra. The sphincter, on the 
contrary, keeps the bladder closed while it is filling 
(positive action), and during micturition allows the 
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urine to pass through (negative action). This nega- 
tive phase consists of the passive phase of relaxation 
and the active phase of staying open during the 
entire act of micturition. 

The term “‘internal sphincter” is applied to all the 
smooth circular musculature between the outlet of 
the bladder and the colliculus seminalis, including 
from within outward the annulus urethralis (Heiss), 
the sphincter trigonalis (Kolischer), and the cir- 
cular musculature of the prostatic part of the 
urethra. The external sphincter is the striated mus- 
cle which forms the boundary between the anterior 
and posterior parts of the urethra. 

In the internal sphincter a distinction must be 
made between the circular and Jongitudinal mus- 
culature. The action of the circular muscle is 
known: it opens, relaxes, on micturition. The 
longitudinal muscle keeps the sphincter open. 
This conception explains most pathologic conditions. 
The course of normal micturition is as follows: 

As the bladder fills, the contracting sphincter 
offers resistance to the discharge of the urine by 
the contractions of the detrusor. If at that time 
there is no opportunity for micturition, the detrusor 
adapts itself to the greater fulness of the bladder, 
but after a while again offers greater resistance to 
the sphincter. If there is then an opportunity to 
respond to the demand, the impulse for relaxation 
of the external sphincter is given voluntarily through 
the internal pudic nerve. This relaxation is trans- 
mitted to the smooth internal sphincter, and by the 
antagonism between the sphincter and detrusor, 
causes a contraction of the detrusor and _ the 
longitudinal muscle of the sphincter. The urine, 
under pressure of the detrusor, passes through the 
open and dilated sphincter and out through the 
urethra. 

Normally, and if not voluntarily interrupted, all 
of the urine in the bladder is emptied. After it is 
emptied, only the internal sphincter is in a position 
to make a water-tight closure between the bladder 
and urethra, while the striped musculature of the 
floor of the pelvis (the external sphincter and the 
accelerator urine) forces out the last drops from the 
urethra. 

The phenomena of pollakiuria and polyuria need 
no explanation. If it is assumed that the internal 
sphincter causes a desire to urinate by its contrac- 
tion, it is clear that this desire may be caused also 
by inflammation around the sphincter, as in poste- 
rior urethritis, and by changes in the prostate. 
Nothing new is to be said regarding changes in the 
urinary stream and pain on urination. 

The question of retention of urine is of great 
importance. Acute retention of urine, except in 
spinal and cerebral disease, is always due to me- 
chanical conditions, such as the presence of a foreign 
body, a stone, or a tumor, or changes in the prostatic 
part of the urethra, the prostate itself, the external 
sphincter, or the bulbous part of the urethra. 
Whatever the site of the obstruction, the irritation 
is transmitted to the outlet of the bladder. 
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In the prodromal stage of hypertrophy of the 
prostate the growing adenoma irritates the sphincter 
which it pushes before it, causing a desire to urinate, 
the pollakiuria of prostatics. The prostatic part of 
the urethra becomes longer, its longitudinal mus- 
culature is injured, and it is soon unable to keep the 
way open for the urine. A greater demand is made 
on abdominal pressure, as is evidenced by hernia in 
prostatics. The bladder itself reacts to the increased 
obstruction by hypertrophy of the detrusor. 

In its further course the adenoma proliferates 
into the longitudinal musculature of the sphincter, 
makes a rigid tube of the elastic muscle tube which 
has previously taken an active part in the discharge 
of the urine, and this rigid tube is subjected to 
mechanical injury. Slight changes around the 
urethra or in the adenoma suffice to bring about 
complete retention. If the urethra has kept a part 
of its muscular elasticity, however, micturition can 
be started, though it cannot be completed. The act 
stops automatically and a part of the urine remains 
in the bladder as residual urine. 

Thé same consequences are observed in adenoma 
as in atrophy of the prostate, in the one case being 
due to an increase in its size and in the other to a 
decrease. The effect on the longitudinal muscle, 
however, is the same, as is also the pathologic effect 
produced. Prostatectomy not only removes the 
adenoma, but also that important muscle group 
which has lost its function as a result of the adenoma. 
The function cannot be restored by the operation, 
but a functional equivalent is obtained by keeping 
open the urethra which has undergone cicatricial 
changes and has become covered over with fresh 
mucous membrane. 

The internal sphincter should not be injured in 
the operation, but if it is, or if it has been too serious- 
ly damaged beforehand, the external sphincter takes 
over its function. There is now a greater or less space 
around the urethra, the prostatic cavity. Ejacula- 
tion is no longer possible. If the external sphincter 
also has been injured in the operation, as is fre- 
quently the case in perineal prostatectomy, incon- 
tinence results. The detrusor is still able to bring the 
urine to the bladder outlet. The incontinence is 
caused by a more or less complete loss of function 
on the part of the external sphincter. 

The incontinence in beginning prostatic cases is 
explained by the fact that the irritation of the 
growing adenoma causes an increased tendency 
of the sphincter to contract and this, acting on the 
longitudinal musculature, causes it to keep the 
way open for the urine. When the internal sphincter 
is injured the function of keeping the bladder closed 
is passed on in greater degree to the external sphinc- 
ter which is not so well adapted to continuous con- 
traction. The patient will then lose urine when he 
tries to retain it for a very long time or he may 
lose it in sleep. 

In paradoxic ischuria the internal sphincter has 
completely lost its function. The bladder, over- 
coming mechanical obstacles, discharges a part of 
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its contents until the excessive pressure is over 
come. Similar conditions are observed when the 
sphincter is destroyed by ulceration. Disturbances 
of micturition due to nervous conditions are well 
explained. Mention is made also of anomalies in 
micturition caused by changes in the rectum, 
seminal vesicles, etc. POSNER (Z). 


Scholl, A. J., Jr., and Foulds, G. S.: Prolonged 
Anuria: Report of a Case. J. Am. M. Ass., 1921, 
Ixxvi, 368. 

Absolute retention or anuria producing an excess 
of the nitrogenous bodies in the blood gives a very 
different clinical picture from that of uremia. In 
anuria the intellect is clear; anorexia and progres- 
sive stupor are present, but rarely convulsive symp- 
toms, oedema, or gastro-intestina! disturbances. 

In most cases of anuria one kidney is either 
destroyed or functionally useless. In reported cases 
proved at autopsy it was found that one kidney was 
absent in 9 instances, destroyed by stones in 21, and 
atrophied in 8. In 6 the ureter was obliterated. 

Morris reviewed 48 cases of anuria in which 
operation was not performed and 49 in which opera- 
tion was performed. Thirty-eight (79 per cent) of 
the 48 patients died, and 25 (51 percent) of the 49 
recovered. 

A case of distinctly urinary poisoning resulting 
from long-standing complete obstruction of a single 
functioning kidney is reported. The patient, a 
woman aged 60, was examined at the Mayo Clinic 
September 20, 1920. She had had a moderate dull 
pain in the left side for three months. During the 
previous four months she had lost 20 |b. in weight 
and there had been slight hematuria. 

On cystoscopic examination neither meatus was 
seen, but a small inflammatory growth was found 
in the left base of the bladder. The urine, which 
had been moderate in amount for two months, sud- 
denly stopped and none was passed for fourteen 
days except 25 c.cm. at one urination. 

During this period the patient’s mind was per- 
fectly clear and at most times she was quite com- 
fortable. The blood urea gradually rose to 527 mg. 
per 100 c.cm. and the creatinine increased to 26.6 
mg. There was no localizing evidence of obstruction 
to either kidney, but a bilateral exploration was done 
in an endeavor to find some mechanical cause of 
the anuria. The left kidney was found to be three 
times the normal size, but not hydronephrotic. A 
decapsulation and pelviotomy were performed. The 
right kidney was small, sclerotic, and probably func- 
tionless. Following operation a large amount of 
urine drained from the left kidney. The blood urea 
dropped to 379 mg. and the creatinine to 20.3 mg. 
for each too c.cm. The patient’s general condition 
was at first improved, but she died three days after 
the operation. 

The lack of evidence pointing to the cause or loca- 
tion of the occlusion, a low function prior to the 
retention, and high blood-nitrogen findings made 
surgical interference a last resort. An early opera 

















tion would have been desirable if the obstruction 
had been located or the nature of the process had 
been known. 


Dillon, J. R.: Urinary Incontinence and Its Opera- 
tive Repair. California State J. M., 1921, xix, 61. 


The four patients whose cases form the subject 
of Dillon’s report were originally operated upon 
for retention of urine, but as the result of operative 
accidents they came to the author’s care suffering 
from traumatic incontinence without retention of 
urine. 

Dillon made a careful cystoscopic and endoscopic 
study to determine the exact condition. The site 
of injury was seen in all the cases except a case of 
tuberculosis. At operation it was found that the 
space between the ruptured ends of the muscles 
was filled with scar tissue sufficient to allow the 
sphincters to stand open. In the tabetic and tuber- 
cular cases, in which there was complete incontinence 
the bladder wall and the perineal muscles were 
markedly atrophied, very soft and friable, and at 
times very difficult to suture. In the other two 
cases, in which there was slight control, the muscles 
were in a much more normal state and the results 
obtained were gratifying. 

In the first case the scar tissue was dissected out, 
the normal perineal and urethral muscles were found 
without opening the urethra, the urethral muscles 
were brought together, the perineal muscles were 
sutured around the urethra, and the wound was 
closed without drainage. The results were excellent. 

In the second case (that of a patient with tabes) 
a suprapubic cystotomy was done, the urethral ori- 
fice was denuded of mucous membrane, and the 
torn ends were approximated and sutured. A 
perineal incision was then made and the external 
sphincter tightened by removing a portion and su- 
turing the ends together. The patient died one 
month later. 

In the third case, that of a tuberculous patient, 
a perineal incision was made and the fistula was dis- 
sected down to the membranous and prostatic ure- 
thra. The cavity remaining after the dissection 
was so large that no attempt was made to find the 
normal muscle. The urethral sinus was closed over 
a sound, the scar-infiltrated perineal muscles being 
sutured together with difficulty. The previous in- 
continence persisted. 

The procedure followed in the second case was 
used also in the fourth case. When the patient was 
dismissed at the end of one month the urinary con- 
dition was cured. Louis Gross. 


Davis, E. G.: Urinary Antisepsis: A Study of the 
Antiseptic Properties and the Renal Excretion 
of 204 Anilin Dyes. Am. J. M.Sc., 1921, clxi, 251. 


Davis summarizes previous studies, mentions the 
possibilities offered by anilin dyes, outlines his 
method of investigation, and gives his conclusions. 
Several tables, photomicrographs, and photographs 
of culture plates are given. 


GENITO-URINARY SURGERY 





5°5 


Attention is called to the fact that at the present 
time there is no drug ideally suited for use as a 
urinary antiseptic. In this connection reference is 
made to the previous work of Hinman and others 
and to the limitations of urotropin as mentioned by 
Henderson, Palmer, and Burnam. 

Most of the previous studies were carried out in 
the Brady Institute, Johns Hopkins Hospital. Here 
an attempt was made to correlate the chemical 
structure with the antiseptic properties and the 
renal excretion of the compounds studied. Most 
of these compounds were synthesized for this 
special purpose with the hope that the introduc- 
tion of certain groups into the molecule would 
produce certain desired properties. 

These compounds were largely related to phenol- 
sulphonephthalein. A summary of the results of the 
investigation is given as follows: 

1. It was possible to establish a certain relation- 
ship between chemical structure and renal excretion 
and to predict the excretion of molecules of certain 
structure, particularly those of the xanthone group. 
The halogenation of these compounds interfered 
with excretion. 

2. Many of these compounds, non-toxic, excreted 
in the urine and antiseptic in water, lost this latter 
property when tested in voided urine. 

3. One compound, chlor-mercury fluorescein, ex- 
perimentally possessed al] the required properties, 
and when administered intravenously in minute 
dosage (5 mg.) to dogs and rabbits caused the secre- 
tion of antiseptic urine for a definite period of time 
without injury to the animal. 

Clinical investigation of this drug has not been 
carried out on account of its mercury content, 
although it was shown that in dogs the single lethal 
dose was forty times that necessary to cause the 
secretion of antiseptic urine. Chlor-mercury fluo- 
rescein, therefore, approaches the ideal in that: (1) 
it is antiseptic in high dilution in either acid or 
alkaline urine, (2) it is excreted by the kidney as 
rapidly as phenolsulphonephthalein, and (3) experi- 
mentally efficient dosage is without toxicity. Chlor- 
mercury fluorescein is an organomercury phthalein 
derivative in which the mercury is present in non- 
ionic form. 

4. Continued experiments along the same lines 
(Davis and White) have shown that acriflavin and 
proflavin are antiseptic in high dilution in urine 
(particularly in alkaline urine) and that intravenous 
administration of minute dosage (5 mg. per kilo) 
to rabbits causes the secretion of urine which is anti- 
septic for a definite period of time without injury 
to the animal. Normally rabbit urine is usually 
alkaline. Failure to produce antiseptic urine in 
dogs by means of a corresponding dosage of the same 
drug was probably due to the fact that dog urine 
is usually acid. 

Davis’ investigation of the antiseptic properties 
and the renal excretion of 204 anilin dyes was car- 
ried on in the laboratories of the College of Medicine 
of the University of Nebraska with the aid of an 
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appropriation made by the United States Inter- 
departmental Board of Social Hygiene. 

Anilin dyes were chosen for study because of: (1) 
the large number of these compounds available, (2) 
their color and hence their ready detection and 
quantitative estimation in the urine, and (3) through 
the work of many observers (Notaby, Churchman, 
Krumweide and Pratt, Simon and Wood, Kligler, 
Graham-Smith), the antiseptic properties of certain 
anilin dyes have become well known and thera- 
peutic possibilities in this field have been indicated. 
Furthermore, a consideration of the history of the 
development of the various tests of renal function 
(Thomas and Birdsall) will call to mind that there 
are several dyes (fuchsin, rosanilin, indigo-carmin, 
uranin, trypan blue, and others) which have been 
used to measure the functional activity of the kid- 
neys and which are therefore known to be excreted 
without injury to the patient. The staining and 
penetrating properties possessed by many anilin 
dyes likewise suggest the suitability of this type of 
compound for medication of the urethral mucosa. 
The investigation was undertaken, however, with 
due realization of the handicap presented by im- 
purities in commercial samples of anilin dyes. 

Davis selected a few of the dyes by preliminary 
test on agar. These were then studied in regard to 
their antiseptic value in urine, their toxicity, their 
renal excretion, and their ability to cause the secre- 
tion of antiseptic urine following intravenous ad- 
ministration. Finally, he studied the few which 
were found to be particularly efficient against the 
staphylococcus on special media as to their efficiency 
with regard to the gonococcus. 

The investigation was divided into five stages as 
follows: (1) antiseptic values on agar, (2) antisep- 
tic values in urine. (3) toxicity and excretion, (4) 
experimental urinary antisepsis, and (5) inhibition 
of the gonococcus. The conclusions drawn were as 
follows: 

1. There is no known drug ideally suited for the 
purpose of internal urinary antisepsis. 

2. Of a total of 204 anilin dyes investigated 61 
were found to possess antiseptic properties in agar, 
and 28 of these were efficient as antiseptics when 
added to voided urine. 

3. Selective action against various organisms 
were exhibited by no less than 44 dyes. In every 
case the colon bacillus proved more resistant than 
the staphylococci. There were only 24 which in- 
hibited the colon bacillus in urine in a dilution of 
I! 1,000. 

4. There was almost no exception to the rule that 
antiseptic action was exhibited in higher dilution in 
alkaline urine than in acid urine. Attention is 
therefore called to the fact that these dyes are most 
efficient in urine of a reaction which renders uro- 
tropin inert. 


5. The azo dyes give no promise of value since 
of 37 of this group studied only 3 possessed anti- 
septic properties, and these only to a slight de- 
gree. 

6. Of the triphenylmethanes many were antisep- 
tic in high dilution in urine (some in dilution greater 
than 1:1,000,000). Of these, however, all but 
one were toxic and none was excreted by the kid- 
ney. This group is nevertheless worthy of further 
investigation. 

7. Of 21 dyes of the xanthone group 3 were anti- 
septic in voided urine, and 2 of these were excreted 
to a moderate degree. 

8. Of 4 acridine dyes 2 were antiseptic in urine. 
Neither was excreted. 

9. Of 9 dyes of the azine group 5 were antiseptic 
in urine, and 3 of these (safranin T, safranin OW, 
safranin MN) were excreted by the kidney with 
great rapidity and completeness and were non-toxic 
in 20 mg. per kilo dosage. 

10. By a study of 204 anilin dyes chosen at ran- 
dom it has been possible to select 15 which are: (1) 
antiseptic in urine, (2) excreted by the kidney, and 
(3) relatively non-toxic. With only 2 of these, how- 
ever (proflavin and acriflavin), was it possible to 
demonstrate the secretion of antiseptic urine follow- 
ing intravenous administration. 

11. Considering that rapid renal elimination of 
anilin dyes is not unusual, that there are not a few 
dyes, relatively non-toxic, which exert a bacterio- 
static action when diluted to infinitesimal amounts 
in voided urine, and that out of 204 dyes it has been 
possible to select 15 which approach the ideal, and 
2 which are experimentally effective, it is within 
reasonable expectation that a dye clinically suited 
for use as an internal urinary antiseptic may be 
discovered or synthesized. Experiments to date 
indicate that dyes of the triphenylmethane, xan- 
thone, acridin, and azin groups (particularly the 
latter) give the greatest promise of value. 

G. J. THomas. 


Glingar, A.: An Adaptable Urethroscope (Ein 
Universalurethroskop). Ztschr. f. urot. Chir., 1920, 
V, 224. 

The instrument, which is made by Leiter of 
Vienna, has the following advantages: 

It makes it possible to perform all kinds of 
examinations and to treat the anterior and the 
posterior urethra without a change of tubes. The 
different methods may be used in any desired order. 
As it is unnecessary to change the wire for light 
and galvanocauterization, it is possible to perform 
all the manipulations easily and without the aid 
of an assistant. It is possible also to perform 
examinations with tubes of different caliber, to 
irrigate with a relatively small tube, and to apply 
snare and cautery treatments. RAESCHKE (Z). 
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Atkinson, E. L.: Snow-Blindness: Its Causes, Ef- 
fects, Changes, Prevention, and Treatment. 
Brit. J. Ophth., 1921, Vv, 49. 


This article is based on the author’s experience as 
a surgeon in the British army in the Antarctic from 
1911 to 1913 and in France and Russia during the 
recent war. He contrasts snow-blindness with the 
effect produced by sudden high power electric weld- 
ing in which there is a blinding flash and also 
with the effect of telescopic observation of the sun 
in which there is prolonged exposure to intense 
illumination. 

In the telescopic blindness there is an immediate 
positive central scotoma which may be abso- 
lute and an oscillatory movement and metamor- 
phopsia with usually a loss of light reflex at the 
macula and some pigmentation in this region. When 
more than a quarter of the vision is lost it is seldom 
recovered completely. In Atkinson’s opinion both 
the telescopic and the electric ophthalmia may be 
due to excessive stimulus from the rays causing 
coagulation of the tissue elements (the heating 
effect of the red rays). 

Contrasting this with snow-blindness, the author 
states that when a person becomes snow-blind there 
is a great preponderance of the rays at the other end 
of the spectrum, the violet end, and that exposure 
of the unprotected eye for fifteen minutes is suffi- 
cient to bring on an attack with symptoms of grit in 
the eye, lachrymation, photophobia, and chemosis, 
while longer exposure may lead to the formation 
of corneal ulcers, hyperemia of the retina, and a 
blurring of the color vision. With treatment the 
condition lasted forty-eight hours in his cases and 
recovery was complete. 

In another form the effects may be due to selective 
illumination and lack of contrast causing difficulty 
in vision, a tiring of the internal and external 
muscles and consequent diplopia. In this form the 
acute lachrymation and photophobia are less marked 
and there are no retinal changes. Such changes are 
seen when the sun is invisible or the sky clouded and 
the air is filled with countless ice crystals. Ice 
crystals have a selective capacity for the violet end 
of the spectrum, “and this furnishes further pre- 
sumptive evidence that these rays are the cause of 
snow-blindness.”’ 

Protection from both types of snow-blindness is 
given only by red and amber glasses which cut out 
the violet and ultra-violet rays. These should be 
mounted in a goggle of leather to protect the eye at 
the side of the lens. Atkinson tests out his goggles 


with a spectroscope before using them. 
T. D. ALLEN. 
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EAR 


Leland, G. A.: Abortion of Acute Mastoiditis by 
the Use of Sir A. E. Wright’s Solution. Boston 
M.& S. J., 1921, clxxxiv, 251. 


Leland makes a plea for the re-establishment of 
normal drainage of the middle ear through the 
eustachian tube. This is accomplished by clearing 
the region in front of the tube and below it, especially 
in the fossa of Rosenmuller, by means of a naso- 
pharyngeal curette or the sharpened sterile and 
alcohol-hardened finger-nail. In using the curette, 
the contour of the spinal column should be borne in 
mind. With the shank of the instrument in the same 
side of the mouth, the posterior wall of the fossa is 
readily and smoothly cleared with an outward and 
downward sweep. The finger nail may then be used 
to finish up. Asa rule a little belladonna or atropine 
is then used to diminish the circulation in the 
throat. 

Usually when this treatment is given early, 
within the first twenty-four to forty-eight hours of 
the earache, the inflammation in the tympanum 
immediately subsides. Even when given after three 
or four days, however, drainage begins, bulging sub- 
sides, and the hyperemia soon disappears if rupture 
of the membrana tympani has not taken place. 
After the disappearance of the redness—usually in 
five days—it is good practice to blow the drumhead 
away from the inner wall to prevent the formation 
of adhesions. After five days also a few applications 
of an organic silver disinfecting and astringent solu- 
tion to the sides of the nasopharynx, especially into 
the wounded fosse, may assist in preventing 
adhesions. 

A few cases are cited in which the procedure 
described was successfully carried out. 

In aborting cases of mastoiditis multiple incisions 
of the drumhead are made, this being followed by 
the use of Wright’s so-called ‘‘drawing”’ fluid which 
consists of 1 per cent citrate of soda and 4 per cent 
sodium chloride. The sodium citrate stops coagula- 
tion of the blood and the hypertonic solution of salt 
induces rapid exosmosis. 

One incision is made through the posterior seg- 
ment of the drumhead and, cutting deep down to the 
bone, is curved upward and backward on the bony 
wall of the canal. Three other deep incisions are 
then made similarly through Shrapnell’s membrane, 
beginning at the posterior fold, and are directed 
upward and out on the canal. Another is made at 
the anterior fold, and another directly above the 
neck of the hammer. After this, warm Wright’s 
solution is poured in and pumped down into the 
depth of the canal. A light gauze wick is then 
introduced and saturated with the solution, and a 
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dry pad is placed over the orifice. The pad is 
changed as often as it becomes wet, but not the 
wick in the canal. Usually the pad is soaked every 
fifteen minutes in the next twenty-four to forty-eight 
hours. The next morning the wick is changed and 
warm solution is again poured in. 

The author emphasizes the point that this flux 
of serum is not drainage, but increases the amount 
of lymph, and therefore its bactericidal action. 

O. M. Rorr. 


De Carvalho, A. A.: Eczema of the Ear. Brazil- 


med., 1921, XXXV, 49. 


Eczema of the auricle may be acute or chronic 
and depends on the same general factors as eczema 
elsewhere. 

The etiology is local irritation, chemical, mechani- 
cal, or infective, occasionally cold, and frequently 
general conditions such as vasomotor disturbances, 
rheumatic diathesis, scrofula, diabetes, endocrine 
disturbance, utero-ovarian pathology, and gastro- 
intestinal toxemia. 

The symptoms are those ordinarily described. 
The condition must be differentiated from furuncu- 
losis, mastoiditis, perichondritis, and periostitis. 

The treatment consists in applying protective 
ointments early and later cleaning off the crusts 
and applying stimulating ointments. X-ray treat- 
ment and injections of sodium cacodylate, meso- 
thorium bromide, and urotropin are also recom- 
mended. 

The prognosis depends on the underlying cause. 
Local treatment is a matter of experimentation with 
the remedies suggested. FRANKLIN P, SCHUSTER. 
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Brueggemann, A.: Round-Cell Sarcoma of the Ear- 
Lobe (Rundzellensarkom des Ohrlaeppchens). 
Ztschr. f. Ohrenh., 1920, \xxx, 100. 

In the course of a few weeks a swelling developed 
in the earlobe of a 9-year-old child after it had been 
pierced for earrings. The lobe became about three 
times as thick as normal. The skin was adherent 
and pale but there was no distinct line of demarca- 
tion. The rapid growth of the neoplasm suggested 
that it was a malignant tumor. The absence of 
hardness and signs of inflammation indicated that it 
was not a keloid. The so-called ‘‘Haug nodular 
tuberculosis” was also taken into consideration but 
was ruled out by the rapid development of the 
condition. The dermatologist considered tuber- 
culosis as the probable diagnosis. 

The cut surface of the tumor showed a homo- 
geneous, firm, yellowish-white tissue. Microscopic- 
ally no evidence of tuberculosis was found but the 
entire area was infiltrated with round cells arranged 
regularly side by side. In one area surrounding 
several vessels the cells were a little more dense. 
No plasma cells were seen. At one point there was 
some invasion of round cells into the cartilage 
substance. The microscopic diagnosis was mixed 
round-cell sarcoma showing small and large cells 
with relatively large oval nuclei. 

Sarcomata of the external ear are rare. In the 
literature only 10 cases are reported and only 2 of 
the tumors described were round-cell sarcomata. 

In the early stages the diagnosis is difficult. 
Absence of enlargement of the lymph glands speaks 
for sarcoma and against Haug tuberculosis. 

KULENKAMPFF (Z), 
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Hanrahan, E. M., Jr.: The Surgical Treatment of 
Rhinophyma, with Report of a Case. Bull. 
Johns Hopkins Hosp., 1921, Xxxii, 49. 


The technique employed in this case consisted 
in cutting away the hypertrophic skin, leaving nor- 
mal skin above the line of incision and.a border of 
skin approximately 1 in. wide about the nares, 
The base was then carefully curetted in order to 
remove all epithelium, care being taken not to injure 
the perichondrium. Bleeding was controlled by 
pressure, hot saline solution, adrenalin, and a few 
catgut ligatures on the large vessels. 

A Thiersch skin graft taken from the thigh was 
then applied to the denuded area, and a silver foil 
dressing placed over it. The nose was dressed on 
the fifth day. It was then kept moist and clean 
with Dakin’s solution applied on compresses moist- 
ened every two hours. Healing was complete in 
fourteen days. O. M. Rort. 


Dunlap, L. G.: Perforations of the Nasal Septum 
Due to Inhalation of Arsenous Oxide. J. Am. 
M. Ass., 1921, Ixxvi, 568. 

Many workers in smelters come into daily contact 
with pure arsenous oxide, a valuable by-product 
produced in the smelting of copper ore. This oxide 
causes a characteristic septal perforation and an 
associated pathologic condition of the skin, the 
throat, and the eyes. 

The treatment consists of resection of cartilage 
with approximation of the mucosa, a plastic opera- 
tion, or the use of a mechanical obturator to relieve 
the objectionable crusting. O. M. Rorr. 


THROAT 
Fedele, F.: Primary Lymphosarcoma of the Ton- 
sil (Linfosarcoma primitivo della tonsi!la). Ri- 
forma med., 1921, XXxvii, 100. 

Fedele’s case of primary lymphosarcoma of the 
tonsil was that of a woman 52 years of age. The 
tumor, which was removed, was the size of a man- 
darin orange, round, lobulated, and reddish purple. 
There was a large patch of superficial ulceration. 

Taking into account only tumors of sarcomatous 
type which may be primary in the tonsil there 
are: (1) those of parenchymal or lymphoid origin 
(lymphosarcoma); (2) those of endothelial or peri- 
thelial origin (endothelioma, perithelioma); and (3) 
tumors originating in the stroma (lympho-adenoidal 
sarcoma, fibrosarcoma). 

The differential diagnosis between these types is 
relatively easy. The only diagnostic difficulty arises 
in distinguishing between the forms of lympho- 
sarcoma and small round-celled sarcoma. 
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In the author’s case the tumor was situated 
primarily in the right tonsil, increased in size 
rapidly, formed metastases in the neighboring lymph 
glands, became gangrenous, and showed a slight 
tendency to local infiltration. Such phenomena 
would suggest sarcoma, but the histologic findings 
and especially the character of the cellular elements 
showed the growth to be of the lymphosarcomatous 
type and more particularly an atypical lympho- 
sarcoma. The form and the character of the nucleus, 
the character of the cytoplasm, the size of the cells 
and their variation in type, all favored lymphoblastic 
evolution. The gangrene observed was superficial, 
being confined to the mucosa. Some eosinophiles 
and plasma cells were found in the tumor but this is 
not unusual. 

With regard to the occurrence of sarcoma of the 
tonsils the author states that in 894 cases of sarcoma 
Gurth found only 3 involving the tonsil, Heinleth 
found only 61 sarcomata in 153 cases of malignant 
tonsillar tumors, and Charcot, in 200 cases, found 
only 13 lymphosarcomata. Most authors are in 
agreement regarding the decided malignancy of 
tonsillar lymphosarcoma; survival varies from two 
to ten months. Treatment is not promising. 

In the author’s case an early and rigorous surgical 
removal of the tumor and thorough clearance of the 
lymphatic organs and tissues in the regions which 
were or might be infiltrated resulted in recovery and 
the patient shows no signs of recurrence. 

W. A. BRENNAN. 


Vlasto, M.: A Study of the Indications for Remov- 
ing Tonsils by Dissection or by Reverse Guillo- 
tine. Lancet, 1921, cc, 169. 


Two classes of operations are recognized, that is, 
those performed on children and those performed 
on adults. The conclusions arrived at regarding 
the enucleation of tonsils in children are based on 
a series of 1,500 operations. The two methods de- 
scribed are dissection and the reversed guillotine 
method. The technique of dissection offers the 
advantages of complete removal, a clear view 
of the field of operation, restriction of haemorrhage, 
and comparative absence of damage to the pillars. 
Indications for enucleation by dissection are ‘‘ chop- 
ped”’ tonsils, small fibroid septic tonsils, and “‘duf- 
fluent’ tonsils. 

The advantages of the reversed guillotine method 
include a shorter time for operation, a shallower and 
shorter anesthetic; a shorter convalescence, and 
less after-pain. The use of the guillotine is safe, easy 
to master, and successful in nearly all cases. An 
expert anesthetist is not necessary. From the 
patient’s point of view, the reversed guillotine 
method is preferable; from the point of view of 
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the operator, however, there is not the slightest 
doubt that the dissection method is more satisfac- 
tory. 

In the cases of adult patients the tonsil is usually 
elongated and not well adapted to insertion in the 
ring of the guillotine, and the line of cleavage is 
not good. The vessels have lost some of their power 
to contract because of the fibrotic nature of the 
tonsil and therefore hemorrhage may be more 
difficult to control. If the tonsil is dissected, the 
line of demarcation is more easily found and bleed- 
ing vessels may be readily clamped. 

In conclusion the author states: 

1. The method of operating in cases requiring 
tonsillectomy should be governed by the type of 
tonsil. 

2. Except when contra-indicated, tonsillectomy 
in the cases of children should always be effected 
by the reverse guillotine method, preferably under 
light general anesthesia. 

3. In the cases of adults dissection of the tonsils 
is preferable. J. C. BRASWELL. 


MOUTH 


Brophy, T. W.: Cleft Palate Extraordinary. Surg., 
Gynec. & Obst., 1921, xxxii, 182. 

In this case the cleft of the palate was in the 
median line, the premaxillary bones being separated 
at the central suture and the palate cleft extending 
throughout the entire length of the hard and soft 
palates. The lip also was divided in the median line. 
The patient was 14 months of age. In each pre- 
maxillary bone was a central incisor tooth. The 
columna of the nose was attached to the left side. 

The first step in the correction of the deformity 
consisted in bringing the bones together by passing 
wire sutures through them above the hard palate. 
A double suture was carried through the bones at 
three different points. Heavy lead plates, No. 13 
American gauge, were perforated in three places 
and double wires were carried through these holes 
and twisted upon the plates, a little force being 
applied so that they were well tightened. Two an- 
terior and two posterior wires were carried around 
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anteriorly to the premaxillary bones and tightened. 
Ten days later the patient was anesthetized and 


the wires were tightened. At intervals of about ten 
days this tightening process was repeated until at 
the end of the third month the anterior parts of the 
cleft (the separated premaxillary bones) were in 
contact and the edges posteriorly were nearly to- 
gether. 

After the parts were approximated, all the wires 
were removed and new ones were placed in the 
anterior part through the openings occupied by the 
first wires. The surfaces in contact were fresh- 
ened, the compact bone was removed, and the can- 
cellated borne was exposed. The soft parts were 
sutured together and the new wires were so tight- 
ened that the freshened bones were brought into 
immediate contact. With the soft parts closed by 
horse-hair sutures, the patient was dismissed. Six 
weeks later the lip was closed. One month later 
the hard palate along the edges of the cleft was 
denuded of mucoperiosteum and the latter coapted, 
the operation being thus completed. 

The outcome in this case disproves the theory 
that in cases of cleft palate wiring of the bones and 
bringing them into contact cannot be done subse- 
quent to the sixth month. 

In conclusion the author emphasizes the impor- 
tance of approximating the bones before attempting 
to close the soft parts. O. M. Rott. 


Talbot, E. S.: Interstitial Gingivitis or So-Called 
Pyorrheea Alveolaris: An Incipient Form of 
Scurvy. Clin. Med., 1921, xxviii, 92. 


Talbot reports that the alveolar process, the peri- 
dental membrane, the mucous membrane, and the 
gum tissues are transitory structures, and the 
slightest irritation or malnutrition and metabolic 
change will cause them to become diseased. 

He claims that the pathology of interstitial gingi- 
vitis, or pyorrhoea alveolaris, and scurvy is always 
the same, whatever the etiology. 

The local causes are local irritation and poor den- 
tistry. The constitutional causes are malnutrition 
and faulty metabolism. M. N. FEDERSPIEL. 
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docrine Gland and Organotherapeutic products. 








mended as an aid to digestion and as a gastric tonic generally. 
ixir of Enaymee is of Soe pean vs in correcting faulty proteid metabolism 
which hago gba e pal causes of autointoxication. 
nae excellent adjuvant and vehicle for exhibiting iodids, 
Pies Bye salicylates and other drugs that disturb the digestive functions. One 
dram of Elixir Enzymes will carry 46 grains of potassium iodid or 45 grains of 
sodium salicylate or ropes 9 grains of potassium bromid. 
Elixir of s contains the curdling ferment and may be used for making 
junket or curds and whey. Add one teaspoonful of the Elizir to half pint of 
lukewarm milk, stir thoroughly and let stand till cool. 

For minimizing the organic ces and eliminating the corrosive effect 
of potassium iodid on the mucous membrane of the stomach as well as disguising 
the taste, the following combination is reco’ : 

Potassium Iodid, 2 ounces. 
Tov or tats, 20 erie ct peperagn thd tres tines, del, won one tempoenta of 

°o it, instance, grains o! um times use one o! 

pint of lukew 
SL aadianced ceded.” Tels oncdird of this ecmeiay este dese,” "The tenken devel 
up fresh every morning. 
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POPULAR SPECIALTIES. 


Stocked by leading wholesale and enterprising retail druggists in all 


parts of the United States. 


LUTEIN — Corpus Luteam — TABLETS, H. W. & D. 


For ovarian dysfunctions and insufficiency. Especially 
for climacteric disturbances. 
45 five-grain or 100 two-grain tablets in a tube. 
Dose: 10 to 30 grains daily. 


BENZYL BENZOATE—Miscible, Solution, H.W. & D. 


For painful or distressing spastic contractions of smooth muscular tissue, 


especially that of the abdominal viscera. An efficient 
vasodilator in hypertension. 


20 per cent. miscible alcoholic solution in 2 fluid ounce bottle. 
Dose: From ten drops to two teaspoonfuls, largely diluted and sweetened. 


BULGARA—Bacilli Bulgarici—T ABLETS, H. W. & D. 


For intestinal putrefaction or fermentation. Changes intestinal bacterial 
environment. 50 tablets in a tube. 
Dose: 3 to 6 tablets daily. Cool feedings before adding tablets. 


Ample Literature Upon Request 


HYNSON, WESTCOTT & DUNNING 








BALTIMORE 


R. R, DONNELLEY & SONS CO., PRINTERS, CHICAGO 























